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Introduction 


Three major phenomena have combined to create a growing need for physicians 
the Nation. The first is the rapid growth of the population, with a more than 
portionate increase in the younger and older age groups which need the most 
lical service. The second is the increase in the individual use of medical services 
ompanying improvements in living standards, increased urbanization, more 
cation, widespread use of health insurance, and advances in medical knowledge. 

\ the third is the increase in number of physicians required for specialized services, 
h as research and teaching. 

The Surgeon General of the Public Health Service, in recognition of these needs, 
iblished late in 1958 a Consultant Group on Medical Education, to whom he 
ed the question! “How shall the Nation be supplied with adequate numbers of 
!l-qualified physicians?" 

To answer this question the Consultants considered first the Nation’s current 
.ply of physicians and the annual number of medical school graduates. In the 
iced States (48 States and District of Columbia) 1 in 1959 there are some 235,000 
:tors of medicine and 14,000 doctors of osteopathy for a population of 177 million 
>ple, or 141 physicians per 100,000, In 1959 there were 6,900 graduates of schools 
medicine and 470 graduates of schools of osteopathy in the United States. The 
rent plans of present and developing schools indicate that the total output will 
rease from this 7,400 to about 7,900 by 1965. This would not be adequate to 
intain the current ratio of physicians to population. To maintain this ratio 
uld require, by 1975, an annual 11,000 graduates, 3,600 more than were graduated 
1959. 

If the current ratio represents a minimum adequate supply, and the Consultant 
oup’s consensus is that this is the case, then the recent rate of growth of medical 
tools will not provide the Nation with adequate numbers of physicians. Expan- 
ii of existing schools and the establishment of new schools therefore must be 
:atly accelerated. 


An additional problem is that presented by the serious underfinancing of ap- 
proximately 15 percent of the present schools. While these schools meet the re- 
quirements of accreditation, accreditation in itself establishes only minimal standards 
of acceptability. As knowledge in the medical field has expanded in breadth and 
depth, the desirable medical education has moved farther away from the minimal 
standard. Continued underfinancing can only lead to further deviation from the 
desirable standards of medical education. 

Expansion of the output of physicians will require a substantial increase in the 
supply of well-qualified students. Foremost among the factors that may prevent 
increased enrollment of qualified students in medical schools are the growing number 
and variety of competing professional opportunities, the high cost of medical educa- 
tion both in dollars and time, and the lack of financial assistance available to medical 
students as compared with assistance available for education in related scientific 
fields. 

The United States has today 85 schools of medicine and 6 schools of osteopathy. 
The distribution and characteristics of these schools, including the broad areas of 
curriculum, faculty, facilities, and financing, are summarized in these pages to give 
a perspective of the resources available now for the education of physicians. 

Regions of the United States which need medical schools most are those with 
inadequate medical educational opportunity for their young people and few phy- 
sicians in relation to population. The needs of these areas must be weighed against 
their ability to give adequate support to new medical schools. The Consultant 
Group has discussed these and some of the other considerations which must be taken 
into account in planning the location of new facilities. 

Recommendations based on the findings of the Consultants are contained in a 
final chapter. They include proposals for expanding the number of medical school 
graduates, as well as suggestions for enhancing the quality of medical education. 
Without an adequate number of well-qualified medical graduates, it will not be 
possible to translate the promise of medical research into the reality of good medical 
care for this country. The problem of increasing the supply of medical graduates is 
urgent. 

1 Alaska and Hawaii were not included because the necessary data were not available. 



Chapter l 

How Many Physicians Are Needed? 


In the United States today the population is 
growing at a greatly accelerated rate, with the 
growth proportionately greater in the younger and 
older age groups: the two groups which require 
the greatest amounts of medical services. Although 
the medical schools have increased their capacity 
to educate physicians, the increase in the supply 
is not keeping up with the population growth. 

In addition, the utilization of physicians’ serv- 
ices is increasing and will continue to increase not 
only in the provision of patient care but also in 
research, teaching, public health, industrial med- 
icine, and other essential activities. 

Thus the problem of the growing need for 
physicians for this country stems from a combina- 
tion of three major phenomena: the rapid growth 
of the population; the increase in the use of per- 
sonal medical services; and the increase in the 
number of physicians required for specialized 
services. 

For the layman the problem is evident. " What 
do the people, the 'consumers’ of medicine, want 


now? They want more of the doctor's time! It 
is their one . . . important complaint: Doctors 
are too busy . . . we'd like to talk more, to tell 
them more; we’d like them to explain more; to 
listen more” (1). 

Dr. D. B. Allman, then president of the American 
Medical Association, pointed out in 1958:” Changes 
affecting every aspect of human life are occurring 
at an ever accelerating rate. . . . They have pre- 
sented new problems and challenges to medicine 
and its allies as well as to other areas of activ- 
ity. ... It is not surprising that, with the current 
widespread interest in health, this changing scene 
has been accompanied by representation from 
various sources of increased needs for medical and 
allied personnel, No one will deny that, as our 
population grows at a rate far beyond estimates 
of a few decades ago, as health consciousness 
continues to grow, and as new problems arise, 
there will be continuing need for increased numbers 
of well trained medical personnel. This will 
necessitate the facilities, finances, and faculty 
essential to their education and training” (%). 


SUPPLY OF PHYSICIANS 


In 1930 the United States had 154,000 doctors 
of medicine and 10,000 doctors of osteopathy, or 
134 physicians (doctors of medicine and osteo- 
pathy) for each 100,000 of the population. During 
the next 2 decades, the supply of physicians in- 
creased at a faster rate than did the population, 
so that by 1949 the number of doctors of medicine 
had risen to slightly more than 200,000 and doctors 
of osteopathy to 13,000, bringing the ratio of all 
physicians to population to 143. Since 1949, how- 


ever, the population has increased faster than the 
supply of physicians, so that the overall supply 
of physicians is now slightly less relative to 
population than it was 10 years ago (table 1). 

The supply of physicians at any given time 
depends primarily on the number of students grad- 
uated. In 1959 the medical schools in the United 
States graduated some 6,900 students, and the 
schools of osteopathy 470. 


TabU !■ Physicians (M.D. and D.O.) 1 In the United States; 1930-59 


Year, July 1 


1930 

1940 

1949 

1957 

1959 (est.) 


Population 

(1,000*0 

DOCTORS OF MEDICINE 

DOCTORS OF OSTEOPATH 

Number 

Rate per 
100.000 
population 

Number 

Rate per 
100,000 
population 

123,100 

154,600 

125.4 

10,300 

12,400 

12.700 

13.700 
14,100 


132,122 

149,188 

171,196 

177,128 

175,200 

201,300 

226,600 

235,000 

132.6 
134.9 
132.4 

132.7 

9 

8 

8 

8 


ttbli "'A' 1 "" ”*>■„ Data are shown rhisrep^^ 
shown separately, p y nereVcr available, hor comparative purposes data on each group a 

^Source, Reference (3). Papula, io„ includes Armed Forces overseas. Number of physicians 1930 estimated from 1 9f 


The Association of American Medical Colleges 
has estimated that there will soon be 7,400 
graduates of medical schools annually (3). A 
conservative estimate for osteopathic graduates is 
500 a year. If it is assumed that the number of 
foreign graduates who arc licensed to enter prac- 
tice in this country will level out at 750 a year (a 
conservative estimate based on the experience of the 

Chart 1. Graduates in medicine 
and osteopathy} 1931-58 
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Source: Reference (3). 


past 10 years), a minimum estimate for the suppl 
of doctors of medicine and of osteopathy in 195 
is 312,800 (table 2). 

In the last 30 years, the number of gradual 
has risen fairly steadily (chart 1). Part of th 
growth was due to the expansion of existin 
schools and part to the development of 10 net 
schools. If the expansion rate of these yeat 
should continue until 1975, we would the 
be graduating 9,000 new physicians a year. ; 
we should also continue to add 750 foreign gradu- 
ates each year, our number of physicians woul. 
be 318,400 by 1975. But if we are to maintain ; 
ratio of 141 physicians per 100,000 population 
this will not suffice. By 1975 we will ncec 
330,000 physicians and an annual graduation rate 
of 11,000—3,600 more than the present 7 40C 
(table 2). 

Physicians Educated in 
Other Countries 

Many of the physicians practicing in the United 
States have been educated in other countries. In 
1958 a total of 7,809 physicians were licensed to 
practice for the first time in the United States. 
Of this number, about 150 were graduates of 
Canadian schools and 1,166 were graduates of 
other foreign schools 00- The foreign school i 
graduates included an estimated 400 American : 
citizens who had gone to other countries for cheir-g 



medical education (3); the balance were nationals 
of other countries. Thus about 17 percent of the 
physicians who entered practice in 1958 received 
their medical education in countries other than 
the United States. 

The number of foreign graduates admitted to 
practice in the United States has increased greatly 
in recent years. The extent of the increase since 
1950 is shown below: 


New licentiates 
graduated from 
Year medical schools 

outside the U.S. 

1950 458 

1951 600 

1952 719 

1953 835 

1954 . 922 

1955 1,057 

1956 1,002 

1957 1,164 

1958 1,316 


Source: Reference (4), plus 150 graduates of Canadian 
schools each year. 

Many foreign nationals serve as interns and 
residents in American hospitals. Some of them 
are licensed to practice and so remain in this 
country; others return home upon completion of 
their training period. In 1951 there were 2,100 
aliens serving in this country as interns and 
residents; by 1957 the number had risen to 6,700, 
and by 1959 some 8,400 physicians from 91 coun- 
tries were serving in 846 U.S. hospitals (5, <J). 


These figures raise the question of whether this 
country, with its wealth, should be dependent on 
other nations for a net inflow of physicians to 
serve our people, when there are so many urgent 
needs for medical service in other parts of the 
world. In no other field of education is there a 
situation in which the United States draws to the 
same extent on persons educated in other nations 
to maintain its high level of service. 

Distribution or Physicians 

The number of physicians in relation to popula- 
tion varies widely in different parts of the United 
States. The highest ratios are found in the North- 
east and in the Pacific States, while the lowest 
ratios are found in the Southeast and in the Moun- 
tain States. Chart 2 shows the ratio of active 
physicians (exclusive of those in military and other 
Federal services) to the civilian population in each 
State. 

In the past two decades, differences in physician- 
population ratios among the geographic divisions 
of the United States have changed little, New 
England, the Middle Atlantic, and the Pacific 
States have retained high ratios of physicians, 
while the South Central States have continued to 
show the lowest ratios. Of particular note are 
the declining ratios of the North Central States, 
and the 20-year rise for the New England and 
South Atlantic Divisions (appendix tabic 5). 


Table 2. Estimated number of physicians (M.D. and D.O.) in the United States and graduates 1 at present 
production rates, at recent growth rates, and to maintain 1959 ratio: 1959-75 


Year 

PRESENT PRODUCTION 
RATE 

RECENT GROWTH RATE 2 

TO MAINTAIN 

1959 RATIO 

Graduates 

Total 

physicians 

Graduates 

Total 

physicians 

Graduates 

Total 

physicians 

1959 

7,400 

7,500 

7,900 

7,900 

7,900 

249,100 

253,400 

275,000 

294,900 

312,800 

Ki i t|j 

USE s 3 

lj™jr! » *1 
*51 

liSKrj 

249.100 
253,400 

275.100 
296,500 
31 8,400 

7,400 

7,500 

8,100 

9,600 

11,000 

n 

I 960 

1965 

1970 

1975 



1 Sec text for discussion of assumptions. 

8 Growth at average rate of past 30 years. 

Source: Data at present production rate and at rate to maintain 1959 ratio are from reference (3), adjusted for osteo- 
paths. Data at recent growth rate are estimated from data for present rate. 












Chart 2. Physicians per 100,000 civilians in each State: 1957 
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INCREASING NEED FOR PHYSICIANS 


The Nation’s increasing need for physicians 
stems from a number of causes that are related to 
three major phenomena — population growth and 
change, increasing use of medical services, and 
changing patterns of service. 

Population Growth and 
Change 

The population of the United States will reach 
235 million by 1975 — an increase of 55 million 
over the I960 population— if present fertility and 
mortality patterns continue (table 3). This is an 
average increase of over 3-5 million people a year. 
The number of children under 15 is expected to 
increase by almost 20 million, an increase of nearly 
35 percent. The number of people aged 65 and 
over will rise by 6 million, an increase of almost 
40 percent in the 15-year period. 

As people get older they tend to have more 
illness and more disability. The U.S. National 
Health Survey shows over twice as much disability 
for the ages 65 and over as for the younger ages. 


Number of days per 
person per year 


Age 

Restricted 

Bed 

All ages 

activity 

disability 

20 

8 

Under 5 

13 

6 

5-24 

15 

7 

25-64 

20 

7 

65 and over 

47 

16 


Source: Reference (8), 


This added load of disability in the older popula- 
tion brings with it added demands for medical 
services. Children also require more physician 
care than do young and middle-aged adults. This 
is shown by the National Health Survey findings 
on physician visits and days of hospitalization: 


Physician Annual hos- 


Age 

visits per 
person per 
year 

pital days 
per 100 
persons 

All ages 

5.3 

85.1 

Under 5 

6,4 

47.9 

5-24 

4.2 

46.3 

25-64 

5.4 

103.7 

65 and over. 

6.8 

177.8 


Source: References (8) and (9), 


Table 3. Total population of the United States, including Armed Forces overseas, by age: 1930-50 and 

estimates 1960-75 


(in thousands) 


Year 

All ages 

Under 1 5 

1 5-64 

65 and over 

1930 

123,188 

132,122 

1 51 ,683 
180,1 26 
195,747 
213,810 
235,246 

36,003 
32,942 
40,763 
56,367 
61 ,296 
67,172 
75,285 

80,480 
90,1 50 
98,633 
107,980 
116,813 

127.089 

138.089 

6,705 
9,031 
12,287 
1 5,779 
17,638 
19,549 
21,872 

1940 

1950 

I960 

1965 

1970 

1975 



Source: Reference (7). 










Table 4. Number and proportion of persons covered by hospital, surgical, and medical insurance: 1940-58 


Year 

Hospital 

Surgical 

Medical 

Persons 

protected 

(1000's) 

Percent 
of popu- 
lation 

Persons 
protected 
(1 OOO's) 

Percent 
of popu- 
lation 

Persons 

protected 

(1000's) 

Percent 
of popu- 
lation 

1940 

12,312 

9 

5,350 

4 

3,000 

2 

1950 

76,639 

51 

54,156 

36 

21,589 

14 

1958 

123,038 

72 

111,435 

65 

75,395 

44 


Source: Reference (1 5). 


Thus, not only the increase in total population 
but also the greater proportions of younger and 
older people will bring added requirements for 
medical care. 

Increasing Use of Medical 
Services 

Today people are getting more medical care 
than ever before. Thirty years ago, the average 
person saw a doctor two or three times a year; 
now the annual average is five visits ( 8 , 10 ). These 
changes have occurred at all ages— young and old 
have shared in receiving more medical service. 

There is every indication that the factors that 
are bringing about the wider use of medical services 
(such as improved economic and educational 
status, spread of urbanization, and the extension 
of hospital and medical care insurance) will con- 
tinue to operate into the forseeable future and that 
the demand for medical services will continue 
to grow. 

Economic and educational status,— People ^ 
with higher incomes are in a better position to g, 
seek and secure medical services than are those J 
with low incomes. Moreover, people with higher 1 
educational attainment tend to have a greater 3 
appreciation and understanding of the value of I 
medical services. The U.S. National Health Survey js 
(II) and other studies have found a direct relation- 
ship between economic status, educational level, 
and the receipt of medical care. While the relative 
contribution of each of these factors is a matter 


of conjecture, it seems apparent that each is 
important. 

The past 30 years have seen substantial increases 
in average family income — with more money in 
the family budget for health and medical services, 
The present outlook is for a further substantial 
increase in the average family’s purchasing power, 
with even more funds available for health services. 


Average family Income 
after taxer 


Year 

Current 

1957 


dollars 

dollars 

1929 

.... $2,320 

$3,910 

1957 

. . . . 5,480 

5,480 

1975 


7,300 

Source: References (72) and (73). 


In 1940 only 25 percent of the adults in the 
United States had finished high school; by 1975 

Chart 3. Educational status of adults: 

1940, 1 957, and 1975 estimate 



Less then 
8 years scfioo 


1940 1957 1975 

Source.- Reference (14), 


6 











over half of the adult population will have achieved 
that educational level (chart 3). 

Thus both improved economic status and in- 
creasing educational achievement can be expected 
to increase the utilization of medical services. 

Urbanization , — People in cities see doctors 
more often than do those who live in rural areas. 
In 1930 the urban population averaged 2.7 doctor 
visits a year; rural people, 2.1 (10). In 1958 the 
urban population averaged 5-6 physician visits, 
and the rural, 4.8 (5). The difference although 
not as marked as in the earlier year is still consider- 
able. The proportion of people living in urban 
areas has increased to about two-thirds of the 
population and is expected to increase further. 
Continuing urbanization can be expected to add 
to the pressures for more medical care. 

Hospital and medical care insurance,— 
In 1930 hospital and health insurance were virtu- 
ally unknown. By 1940, hospital insurance of 
some sort was held by 1 person In 10 (table 4). 
The Blue Cross program had begun, and surgical 
and medical coverage were becoming available. 
Today almost three-fourths of the population has 
hospitalization insurance, two-thirds has surgical 
coverage, and medical coverage, including major 
medical insurance, is increasing. Exploration of 
ways of providing coverage for old people and 
other largely uncovered groups is an active concern 
at the present time. 


Changing Patterns of 
Service 

Very substantial changes have occurred in pat- 
terns of medical service in recent years— notably 
the growth in hospital utilization, new types of 
medical services, and specialization. The result 
has been that the proportion of physicians engaged 
in the private practice of medicine has decreased 
from 86 percent in 1931 to 69 percent in 1957. 
The proportion serving as family physicians has 
declined over this same period from 75 percent to 
45 percent (appendix table 7). 

Hospital utilization , — An important factor in 
the pattern of medical service has been the tre- 
mendous increase in the number of hospital beds 
in the United States and the increased utilization 
of hospital service. Since 1930 the number of beds 
in general and allied special hospitals has increased 
more than 70 percent (table 5). In relation to 
population these beds have risen from 3.7 to 4.6 
per 1,000 persons. 

With the increased availability of facilities has 
come a great increase in hospital use. Since 1930 
the hospital admission rate has increased by 135 
percent, and the average days of hospitalization by 
47 percent. 

There are many reasons for the growing use of 
hospital services. The superior facilities and 
equipment of the hospital permit better care of 
many patients. The use of insurance and prepay- 
ment devices has been noted. But also of great 


Table 5. General and allied special hospital beds and utilization; 1931-57 


Year 


1931 . 
1940. 
1950. 
1957. 


General hospital beds 

Rate per 1,000 population 

Number 

Rate per 1,000 
population 

Admissions to 
general hospitals 

General hospi- 
tal days 

452,000 

3.7 

56 

860 

527,000 

4.0 

74 

1,019 

659,000 

4.4 

110 

1,165 

779,000 

4.6 

132 

1,264 


Source: Reference ( 1 6 ). 



Table 4. Number and proportion of persons covered by hospital, surgical, and medical insurance: 1 940-58 


Year 

Hospital 

Surgical 

Medical 

Persons 

protected 

(1000’s) 

Percent 
of popu- 
lation 

Persons 

protected 

(1000’s) 

Percent 
of popu- 
lation 

Persons 

protected 

(1000's) 

Percent 
of popu- 
lation 

1940 

12,312 

9 

5,350 

4 • 

3,000 

2 

1950 

76,639 

51 

54,1 56 

36 

21,589 

14 

1958 

123,038 

72 

111,435 

65 

75,395 

44 


Source: Reference (1 5). 


Thus, not only the increase in total population 
but also the greater proportions of younger and 
older people will bring added requirements for 
medical care. 


Increasing Use of Medical 
Services 

Today people are getting more medical care 
than ever before. Thirty years ago, the average 
person saw a doctor two or three times a year; 
now the annual average is five visits (8 } 10). These 
changes have occurred at all ages— young and old 
have shared in receiving more medical service. 

There is every indication that the factors that 
are bringing about the wider use of medical services 
(such as improved economic and educational 
status, spread of urbanization, and the extension 
of hospital and medical care insurance) will con- 
tinue to operate into the forseeable future and that 
the demand for medical services will continue 
to grow. 

Economic and educational status. People 
with higher incomes are in a better position to 
seek and secure medical services than are those 
with low incomes. Moreover, people with higher 
educational attainment tend to have a greater 
appreciation and understanding of the value of 
medical services. The U.S. National Health Survey 
(11) and other studies have found a direct relation- 
ship between economic status, educational level, 
and the receipt of medical care. While the relative 
contribution of each of these factors is a matter 


of conjecture, it seems apparent that each is 
important. 

The past 30 years have seen substantial increases 
in average family income — with more money in 
the family budget for health and medical services. 
The present outlook is for a further substantial 
increase in the average family's purchasing power, 
with even more funds available for health services. 


Average family Income 
after taxes 


Year 


1929 

1957 

1975 

Source: References (12) and (13). 
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In 1940 only 25 percent of the adults in the 
United States had finished high school; by 1975 
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over half of the adult population will have achieved 
that educational level (chart 3). 

Thus both improved economic status and in- 
creasing educational achievement can be expected 
to increase the utilization of medical services. 

Urbanization.— Vto pie in cities see doctors 
more often than do those who live in rural areas. 
In 1930 the urban population averaged 2.7 doctor 
visits a year; rural people, 2.1 (10). In 1958 the 
urban population averaged 5-6 physician visits, 
and the rural, 4.8 (8). The difference although 
not as marked as in the earlier year is still consider- 
able. The proportion of people living in urban 
areas has increased to about two-thirds of the 
population and is expected to increase further. 
Continuing urbanization can be expected to add 
to the pressures for more medical care. 

Hospital and medical care insurance.— 
In 1930 hospital and health insurance were virtu- 
ally unknown. By 1940, hospital insurance of 
some sort was held by 1 person in 10 (table 4). 
The Blue Cross program had begun, and surgical 
and medical coverage were becoming available. 
Today almost three-fourths of the population has 
hospitalization insurance, two-thirds has surgical 
coverage, And medical coverage, including major 
medical insurance, is increasing. Exploration of 
ways of providing coverage for old people and 
other largely uncovered groups is an active concern 
at the present time. 


Changing Patterns of 
Service 

Very substantial changes have occurred in pat- 
terns of medical service in recent years — notably 
the growth in hospital utilization, new types of 
medical services, and specialization. The result 
has been that the proportion of physicians engaged 
in the private practice of medicine has decreased 
from 86 percent in 1931 to 69 percent in 1957. 
The proportion serving as family physicians has 
declined over this same period from 75 percent to 
45 percent (appendix table 7). 

Hospital utilization . — An important factor in 
the pattern of medical service has been the tre- 
mendous increase in the number of hospital beds 
in the United States and the increased utilization 
of hospital service. Since 1930 the number of beds 
in general and allied special hospitals has increased 
more than 70 percent (table 5). In relation to 
population these beds have risen from 3-7 to 4.6 
per 1,000 persons. 

With the increased availability of facilities has 
come a great increase in hospital use. Since 1930 
the hospital admission rate has increased by 135 
percent, and the average days of hospitalization by 
47 percent. 

There are many reasons for the growing use of 
hospital services. The superior facilities and 
equipment of the hospital permit better care of 
many patients. The use of insurance and prepay- 
ment devices has been noted. But also of great 




importance are the social considerations, such as 
the lack of home space and facilities, and the 
change in family composition which mean that 
family nursing care is decreasingly available. 
Moreover, hospitalization of his patients conserves 
the time of the practicing physician. As demands 
for physician services have increased, home visits 
have dropped off and both office and hospital vis- 
its have increased. In 1930, 44 percent of the 
average doctor’s visits were to the home, today 
only 10 percent (8, 10). 

Growth oj new types of service . — A major 
change in medical service has been the increased 
employment of physicians in hospital service, 
teaching, research, industry, administration, and 
other types of institutional practice. These devel- 
opments have made possible much of the progress 
of modern medicine. They have also been associ- 
ated with a complementary reduction in the 
proportion of physicians in private practice. 


Chart 4. Physicians per 1 00,000 pcrsons / 
by type of practice: 1931-57 and 1975 1 



* At present rate of graduation. 

5 Includes also non-rederal public health, Industrial and 
Insurance medicine, and other nonprlvatc practice. 

Source; Appendix fable 6 and estimates by Division of 
Public Health Methods. 


In the past quarter century the Nation’s popu- 
lation has increased by more chan a third. In 
these years the number of physicians in hospital 
service, teaching, research, and other nonprivate 
practice has increased by more than 200 percent, 
while the number in private practice has increased 
by only 16 percent (table 6). 


(2) In hospital service — The tremendous increase in 
hospital house staffs and other full-time hospital 
positions has dramatically changed the picture of 
medical supply and service. In 1930, 1 physician 
in 16 was serving full time in hospitals, now 1 in 6 
(including interns and residents). 

In 1930 there were about 7,000 interns and 


(1) In private practice— The ratio of physicians in residents; by 1957 there were 36,000 (table 7). As 

private practice to population has dropped from has been noted earlier, about 6,700 of these were 

108 per 100,000 in 1931 to 91 per 100,000 today, graduates of foreign schools. 

If present trends continue, the ratio of physicians Thirty years ago most young medical graduates 
in private practice will drop to about 85 per went into practice after a year of internship. 

100,000 by 1975. These changes are illustrated in Increased specialization and emphasis on board 

chart 4. certification for specialty practice now mean that 


Tabic 6. Physician* (M.D.) in the United States, by type of practice: 1931-57 


Year 

Total' 

Private practice 

Hospital service 

Teaching, re- 
search, and 
other 

Retired 

1931 

1940 

1949 

1957 

156,406 

175,163 

201,277 

226,625 

1 34,274 
142,939 
150,417 
155,827 

9,700 

14,209 

24,887 

36,371 

6,451 

8,142 

16,273 

23,766 

5,981 

9,873 

9,700 

10,661 


Source; Appendix fable 6, 
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Table 7. Interns and residents serving in hosoitaU t . ■ . . . * 

______ tion and the American OsteopathkAssociationT 1930- -57^ *' 

1 


Year 

In hospitals approved by American 
Medical Association 

In hospitals approved by Ameri- 
can Osteopathic Association 


Interns 

Residents 

Interns 

Residents 

1930 

5,500 est. 
7,553 

1,500 est. 
3,900 est. 
14,595 
24,976 

0) 

126 


1940 

1950 

R 

1957 


307 

83 


l U, l Vo 

441 

241 


Sources References (1 7) and (1 8). 


most young physicians want a period of residency 
training which will meet board requirements — a 
period of from 1 to 6 years after graduation. The 
average period of graduate work in the hospital is 
now 3.5 years (ip). 

Today the internship and residency are consid- 
ered by medical educators primarily as educational 
experience. These house staff members do, how 
ever, give valuable service in caring for patients 
at many institutions. Twelve percent of all listed 
hospitals offer training for interns. These hos- 
pitals have 21 percent of the Nation’s hospital 
beds (20). The corresponding figures for hospitals 
approved for residency training arc 18 percent of 
the hospitals and 47 percent of the beds (20). 
The place of the house staff in the provision of 
medical care has been given surprisingly little 
study, in view of the fact that over 10 percent of 
the physicians in the United States arc serving as 
interns or residents. 1 

Although many physicians arc serving in hos- 
pitals in full-time administrative and staff capaci- 
ties, the number of such hospital physicians docs 
not meet the need. Medical care for patients in 
mental and other long-term hospitals is a continu- 
ity acute problem. McntaJ hospitals are noto- 
riously understaffed. Many of them arc able to 
give only minimal custodial care to patients who 
with more intensive care might be rehabilitated 
and restored to society. A recent study of the 

? June 10, 1958, the W. K, Kellogg Foundation announced 
a grarit to the AAMC to underwrite * study of the internship 
as it is presently operated in hospitals controlled by medical 
schools. 


American Psychiatric Association (22) showed that 
the public mental hospitals of the Nation needed 
3,700 physicians to meet the minimum standards 
of the association. The public mental hospitals 
of 47 of the 48 States failed to meet these standards. 

(3) In teaching, research and other , — The number 
of physicians engaged in full-time teaching, re- 
search, public health, industrial medicine, military 
service, and all other activities except private 
practice and hospital service, has almost quad- 
rupled in the past 30 years. In 1931, 6,400 physi- 
cians so reported themselves ; in 1957 the number 
was 23,800 (table 6). In addition, many others 
give part time to one or more of these activities. 
Still the need for service in these areas continues 
to grow. 

Over 25,000 physicians are spending all or part 
of their time in teaching or research. Available data 
from studies of medical schools, the National 
Science Foundation, and the Public Health Service 
indicate that, together, the full- and part-time 
services of these physicians mean the equivalent 
of 15,000 full-time teachers and research workers. 
(Computed from 22, 23, and 24.) An increase in 
the number of medical schools, and strengthening 
the staffs of the present schools, would require 
considerable increases in faculty. Demands for 
physicians for research are growing rapidly and 
can be expected to continue to increase. The need 
for physicians for research, indeed, is one of the 
critical factors in the growth of medical research. 

Data compiled for the 1958 National Conference 
on Public Health Training showed that State and 



local health departments and other State health agent, es 
employed a total of 2,300 physicians. These same 
agencies estimated that an additional 1,700 physi- 
cfans would be needed by 1963 for adequate 

staffing (25). . ... . 

The number of full- and part-time specialists in 

industrial mtdicine-m area in which needs are in- 
creasing rapidly — was 2,300 in 1957 (2d). Many 
other physicians who do not report themselves as 
specialists in this field give part-time serv.ee to 

industry. , ... . 

Some 10,000 physicians are in military sewce 
It can only be assumed for the purpose of this dis- 
cussion that such requirements will probably not 
be significantly reduced in the future. 

Specialization.— A fundamental change in med- 
ical practice, and the one which has had the 
greatest impact on medical care, is the gieat 
growth of specialization. In 1931 only one private 
practitioner in six considered himself a spccia ist, 
by 1940, one in four. Today, almost half of all 
physicians in private practice limit themselves to 


specialty practice (3). (This pattern is not nearly 
so pronounced for doctors of osteopathy as for 
doctors of medicine.) The types of practice of 
physicians in 1957 arc shown in table 8. 

For many people the function of family physician 
is now served by the specialist in internal medicine 
and the pediatrician. These two groups, with the 
general practitioner, make up the family physician 
potential today. 1 2 Even so, the number of poten- 
tial family physicians has actually decreased, from 
117,000 in 1931 to 102,000 in 1957 (appendix table 
7 ). In relation to population, the decline is 

marked (chart 5)- 

In recognition of the need for good family physi- 
cians, a special committee of the American Medica. 
Association has developed recommendations for £ 
2-year training program which students can ente: 
immediately upon graduation from medical school 
It will emphasize internal medicine, pediatrics 
obstetrics, and minor surgery. 


* Since manv specialists in internal medicine and pediatric 
serve only as consultants and specialists in such narrow fields . 
allergy, cardiovascular disease, etc., the number of potentn 
family physicians is actually smaller. 


Table 8. Physicians (M.D. and D.O.) in 


the United States, by type of practice: 1957 


Type of practice 


Total 

Private practice 

General practice and part-time specialty 
Full-time specialty 

Not in private practice 

Hospital service (except Federal). . • ■ • ■ ■ 
Teaching, research, public health, other. 
Federal Government 

Retired, not in practice 


Doctor* of medicine 

Doctor* of o*teopathy 

Number 

Rate per 
100.000 
population 

Number 

Rate per 
100,000 
populatioi 

226,625 

132.4 

13,692 

8 

155,827 

91 .1 

9,501 

5 

81,443 

47.6 

8,656 


74,384 

43.5 

$45- 


60,1 37 

35.1 

1,205 


36,371 

21.2 

872 

1 

7,168 

4.2 

321 


16,598 

9.7 

12 

. ( ) 

10,661 

6.2 

2 2,986 



1 Ldud« ' #06 orfwpathlc physicians who did nol repo,, lype of Police. 

Source: Reference (3). 
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Charf 5. Family physician potential 
(M.D.) per 100,000 persons: 1931-57 



Source: Appendix table 7. 


Factors affecting efficiency of medical prac- 
titioners , — Recent years have seen a significant 
increase in the efficiency of the physician, as 
measured both by what modern medicine has made 
possible, and by the number of patients he is able 
to see in a day. Improvements in the organization 
of services, the urbanization of the population, the 
substitution of office for home visits, the increased 
use of hospitals, the greater availability and utili- 
zation of nurses and other allied medical personnel, 
all have increased the capacity of the individual 
physician (27). In 1930 the average physician 
saw about 50 patients a week; now he sees some- 
what more than 100 in that length of time (20, IS'). 

Can physicians continue to increase their effi- 
ciency to an extent which will make possible 
substantially larger case-loads? Among the factors 
to be considered are length of work week, amount 
of travel, time with the individual patient, and the 
organization of services and supporting personnel. 

(l) Work week,— -In 1949 more than half of all 
physicians in private practice worked 60 hours a 

week or more (29). It would therefore be hard to 
make a case for a further increase in the length of 
work week as a method of improving the efficiency 
of the medical practitioner. 

^2) Travel //'wtf.—Substitution of office and hos- 
pital visits for home visits has saved a substantial 
amount of physician time. In 1930, 4 doctor visits 


in 10 were to a patient’s home, now only 1 visit in 
10 is to the patient at home ( 8 f 10'). In 1935 about 
50 percent of all births were attended by the doctor 
in the patient's home; now some 96 percent of all 
births are in hospitals (30). These figures suggest 
the extent to which loss of medical time due to 
travel has been reduced. They also suggest that 
there is little possibility of much further time- 
saving in this way. The pressures, rather, are 
building in the opposite direction. Hopes for the 
development of programs for the home care of the 
aged and other efforts to deemphasize institutional 
care of the ill, rest on the possibility of more 
medical service to patients in the home. 

(3) Time with the individual patient , — The 
amount of time given to the individual patient 
varies from one specialty to another, and from one 
doctor to another. A recent study (32) reported 
that the family doctor sees about 26 patients a day, 
most of them in his office. But higher patient 
loads were found to be fairly common: 17 percent 
of all doctors see more than 40 patients a day, and 
36 percent see more than 30. How much time 
is enough is perhaps an unanswerable question. 
But as the quotation at the beginning of this 
chapter makes clear, many people think that more 
physician time is needed, rather than less, if the 
patient is to have satisfactory medical service. 

(4) Organization of medical care services , — For 
personal health services, the civilian population 
of the United States now has a physician-popula- 
tion ratio of about 100 per 100,000 population. (l) * 3 
In a number of places, groups of people composed 
mostly of employed workers and their families 
are receiving comprehensive personal health serv- 
ices on an organized, prepaid basis, with no finan- 
cial barrier to the use of services. These groups 
are now utilizing the services of from 1 to 1,25 
physicians per thousand' population (including all 


3 In 1957, the civilian population (excluding people in men- 
tal and tuberculosis hospitals and similar institutions) num- 
bered 168 million. This population was served primarily by 
the physicians in private practice. Some civilians also receive 
service from Veterans Administration physicians, Public Health 
Service physicians, and physicians on hospital staffs. The 
civilian population receives service equivalent in total to that 
of about 170,000*175,000 doctors of medicine and osteopathy. 



specialist services except those for the long-term 
care of mental illness) (32). This is a rate of use 
of physician time which is somewhat higher than 
the general rate of use by the civilian population, 
despite the advantages of organizational patterns 
which tend to make optimum use of facilities and 
auxiliary workers. This does not suggest that 
better organization of service will decrease the 
need for physicians. 


Outlook for the future,— U the individual phy- 
sician-patient relationship is to be the meaningful 
personal relationship which both the medical pro- 
fession and the public believe it should be, it 
would seem that the individual physician should 
be able to spend more time, rather than less, with 
the individual patient. Such a goal can hardly 
be achieved if we arc to have further increases in 
the patient load of the average doctor. 


A GOAL FOR 1975 


Medical research has made it possible to save 
many lives, and to conquer many diseases. Re- 
search has also made it possible for many people, 
with the support of good and continuing medical 
care, to live useful lives despite the handicaps of 
heart disease, arthritis, and other chronic diseases. 
Looking to the future, the promise of medical 
research is great, but to make the promise a reality 
requires an adequate supply of good medical care. 

Despite better organization for the provision of 
care and the advance of research, there is no present 
indication that the requirement for medical services 
will decrease. There seem rather to be many 
indications that the increasing effectiveness of 
medical care and research are together increasing 
both the need and demand for medical services. 
At the same time, there seems to be little room for 
increase in the already heavy load carried by the 
individual practitioner. 

To determine the number of physicians needed 
by 1975 requires some criterion of adequacy of 
supply. The Consultant Group is quite aware 
that the physician-population ratio is a very crude 
index of adequacy of supply, since it implies a 
static situation of demand, use, and delivery of 
medical services. However, the challenge pre- 
sented by just maintaining the present ratio over 
the next 15 years is of such magnitude that it 
would be of little help to develop a more sophis- 
ticated index. Consequently, the Consultant 
Group has set as a minimum goal the maintenance 
of the current nhvsician-Aohulafinn rat in rhmimF 


1975. Examination of the factors related to 
demand, use, and delivery of medical services, 
although difficult to measure in terms of additional 
physicians needed, seems to indicate that such a 
goal is minimal if the present level of medical 
services is to continue. 

To maintain the present ratio of physicians to 
population (141 per 100,000) will require a total 
of 330,000 physicians in 1975. If schools continue 
to produce at their presently planned levels, the 
number by then would be only 313,000. To have 
330,000 physicians by 1975 will require 11,000 
graduates a year by that time, 3,600 more chan the 
present number, or almost a 50-pcrccnt increase in 
output, 

This output will require expansion of present 
schools and the establishment of a number of new 
schools. Since the establishment of a new medical 
school usually takes about 10 years from the first 
planning to graduation of the first class, planning 
the expansion of medical educational opportunities 
and finding the means of financing such expansion 
must begin now if the 1975 goal is to be reached,; 
Delay will only magnify the problem. |l 

As a Nation we have come to value and to 
expect first-class medical service for all our people. 
But the provision of such service will require more 
physicians. Without them, the amount and quality 
of care must suffer. We have here a national 
health problem, a need of the whole people. The 
provision of the needed support is without question 



SUMMARY 


1. In 1959 che United States has 235,000 doctors 
f medicine and 14,100 doctors of osteopathy, or a 
,tio of 133 MD.’s and 8 D.O.’s per 100,000 
Dpulation, These ratios have varied but little 
»r several decades. 

2. The schools of medicine and osteopathy 
raduated 7,400 physicians in 1959. About 17 
ircent of the physicians who entered practice 
.st year were educated in schools outside of the 
nited States. 

3. In the years ahead the need for physicians 
■ill be stimulated by population growth and 
icreased use of medical services — brought about 
/ improved economic and educational status, 
le growth of urbanization, more health insurance, 
id better understanding of the value of medical 
ire. 


4. More physicians are going into research, 
teaching, industrial medicine, and other activities, 
The development of these types of service has 
made possible much of the progress of modern 
medicine, but has meant relatively fewer physicians 
devoting full time to patient care. 

5. To maintain the present physician-population 
ratio, the expected 1975 population of 235 million 
will require a total of 330,000 doctors of medicine 
and osteopathy. This would necessitate the 
annual graduation of 11,000 students — an increase 
of approximately 3,600 over the 1959 graduates. 

6. If the minimum goal of maintaining present 
ratios of physicians is to be met, the present 
medical school facilities must be increased sub- 
stantially and new schools must be established. 
This expansion must be undertaken at once. Delay 
will only magnify the problem. 


Chapter II 

Supply of Students 


• ,1 Anr in seem to make it increasingly difficult for medial 

The Consultant Group is convinced th« . « * ^ aKract enough able students from the 

increase in graduates sufficient the “ ( , f W 1 CIUCI | young people. . 

present ratio of physicians to P°P ul “° Whether n young petson decides on medicine ss 

minimum essential to protect the health of he WJ^ ^ fj 1 ,,,™ lni my things, including 

people of the United States. This means a n ^ jn l met i ica i science, service motives, 

mum goal of 11 , family mulition, the 'economic' and social states 

1975 , or about 12,000 entering students in 197 jn ehc community, and the relative 

Will the number of qualified candidates for at lttl . activcncss of other professions or occupations, 

sion to schools of medicine and osteopathy ability w comp l cC e medical training 

coming years be adequate to permit sud . ^ ^ with h|s basic intellectual ability, the | 

of graduation? nualitv of his previous schooling, and his motiva- 

Some medical school deans even now j y Even jf t \ K student is otherwise interested 

creasing difficulties in filling their first-yeai clas c « - however, he may still be deterred 

with acceptable students. The high requu-ements profession by such factors 

for entrance to medical schools, the inciting the relative lack of medical 

competition from other professions, the ext « oppol . tu „j ty in some parts of thc United 

ofmZrltt-in r “a";'^ t ,.a t S t « K s,and t hcc OSt 0 fobcui„i t ,g 1 uncdic ll lcd«ca t ion, 

NUMBER OF APPLICANTS 

. . Total appll* Applicant. 

Since the 1930', about two young people have y , m "d 

applied to medical school for each first-year stu- applicant 80 year, old 

dent actually enrolled. The only exception was 1 9 5 5 

during the immediate postwar years when many 1935 ' | 

returning veterans with GI benefits applied for ^ 9 (I 

entrance. For the past 6 years both thc ratio of 1940 

applicants to medical school enrollees and the pro- 3.1 10.0 

portion of young people 20 years old applying to 2,6 9.2 

schools of medicine have remained almost constant. ‘ ‘ 2.2 7.9 

For the class entering U.S. medical schools in * " ‘ ‘ 1 .9 7.0 

the fall of 1958, there were 15,170 applicants. 4 ' 1 9 6.8 

About 1,400 young people Sought admission to " 1 .9 6.9 

colleges of osteopathy. The number of medical 19 7.2 

school applicants was about ope-quatwr more - . "*’*]' ’ ' ' * ‘ ' / ‘ 1 .9 7.0 

than thc number applying 25 years earlier, barely Q " 1,8 6.6 

matching the increase in first-year medical students 

during this period. ' ** ^ I $ouw«i Rtftrancti (t) and (2). 


For some schools not even the present number 
• applicants has been sufficient to assure an ade- 
late number of qualified students. Among the 
>ung people applying to medical schools, some 
e not qualified intellectually, as reflected in the 
ct that rejected applicants have substantially 
wer average scores in the Medical College Admis- 
)n Test 1 than do accepted applicants (2). Others 
e judged unfit in terms of academic background, 
titude, emotional stability, depth of interest, 
tysical stamina, or other qualifications. Al- 
ough a few qualified applicants may be unable 
a given year to gain admission to any school 
nply because of lack of space, the number of 
ch applicants currently is very small. Thus, 
hile there are more applicants than places, many 
hools are having serious difficulty in filling their 
st-year places with well-qualified students. 


To reach the goal of 12,000 first-year students 
in 1971, the number of able young people apply- 
ing to schools of medicine and osteopathy must 
be substantially increased. With the increase in 
college-age population over the next few years, it 
can be expected that there will be an increased 
number of applicants to medical schools. At best, 
however, this increase in applicants would scarcely 
keep pace with the needed increase in medical 
school places. It is more probable that such fac- 
tors as competing career opportunities and the 
mounting cost of medical education will join to- 
gether to discourage interest in obtaining a medical 
education. Already, as will be discussed in the 
next section, there are signs that many talented 
young people are being drawn away from medicine 
to enter other professions. 


QUALITY OF STUDENTS 


Although medical schools vary to some extent 
their entrance requirements, all require a high 
gree of ability in their students. Some evidence 
ists that the quality of medical students is not 
high now as it was a few years ago. 

One measure of quality of students is the rate 
withdrawal because of poor academic standing. 
>r the past 4 years this rate of failure has been 
creasing, although the rate of withdrawal for 
I other reasons has remained practically static 
hart 6). 

All applicants to medical school take the Medical 
fllege Admission Test. In 1958 the average 
edical College Admission Test scores ranged 
a high of over 600 for some schools to under 
>0 for others. Variations among the medical 
hools in the average Medical College Admission 
:st scores of their students and in student attrition 

1 All U.S. medical colleges either require or recommend chat 
: applicant take ihc Medical College Admission Test, which 
a test administered by the Educational Testing Service under 
t sponsorship of the Association of American Medical Col- 
'cs to provide information on the student's ability or infor- 
ition in four fields: Verbal ability, quantitative ability, 
)dern society, and science (3). 


rates raise a question as to the factors differentiat- 
ing the schools with the better students. Recent 
studies by the Association of American Medical 

Chart 6. First-year students withdrawing 
from medical schools: 1955-58 1 



1 All dotes which refer to students are for the academic 
year ending In the specified date. 

Source: Reference (7). 




Colleges suggest that some relationship may exist 
between quality of students and residence restric- 
tions and total school expenditures ( 4 , 5, and 6). 

The average MCAT scores for first-year classes 
in 1957 and 1958 tended to be lower in schools 
with fewer out-of-Statc students than in schools 
with more out-of-State students. The schools 
with the fewest out-of-State students also had a 
higher proportion of their 1958 first-year classes 
withdrawing on account of poor academic stand- 
ing. In the former schools 5.8 percent of the 
students withdrew; in the latter, 3.8 percent ( 6 ). 

When the schools are grouped according to the 
amount of expenditures for operations and research 


in 1958, there is a pronounced tendency for the 
lower schools as measured in the Medical Coll cB* 
Admission Test to be schools with lower expend 1 
tures. The proportions of first-year student 
withdrawing because of poor academic stand in 
were 3.8 percent in the high-expenditure school* 
4.5 percent in the middle, and 6.0 percent in 

low 00- - 

Among six groups of medical schools divide 
both as to proportion of out-of-State students fr* 
as to total expenditures, average MCAT seen 
tended to be lowest in the low-expenditure schoc 
with less than 10 percent out-of-State studetf 
(table 9). 


Table 9 Average MCAT acorn/ by percent of out-of-State student* and medical school expending 

1958 


P«rcent of out-of-Slalt rtudtnf* 

ANNUAL EXPENDITURES FOR BASIC 
OPERATIONS AND RESEARCH 

Undar $2 
million 

S2-3.5 

million 

$3.5 mlillc 
or over 


VERBAL AND QUANTITATIVE ABILIT' 
SCORES COMBINED 

514 

492 

518 

510 

c 

t : 



SCIENCE 

506 

474 

512 

498 

*5 

C 




1 Averag® as used in this table is the median of the means of each school in the group, 
Source: Reference (6), 


DETERRENTS TO MEDICAL EDUCATION 



If larger numbers of intelligent and well-moti- 
vated young people are to be drawn into the medi- 
cal profession, it is important that a realistic 
appraisal be made of circumstances that seem to 
limit the supply of students today. How signifi- 
cant as deterrents to a medical education are such 
factors as increased competition from other pro- 

16 


fessions, the time required for the training oj 
physician, the availability of opportunities !a 
medical education, and the cost to the studej 
Clearer understanding of present obstacles to m 
leal education is essential as a basis for dev! si 
ways to encourage a larger proportion of a 
young people to seek entrance to medical scho 



Chart 7. Medical graduates and 

Ph, D.‘$: 1920-58 and estimates to 1970 


Lack of Opportunity 



Total Ph.D.'s 


Medical school 
graduates 

Ph.D.'s In 
physical sciences 

Ph.D.’s In 

biological 

sciences 


Not* : Plotted on logarithmic scale to show rate of growth, 
Source; References (8), (P), and (10). 


Competition From 
3ther Professions 

Competing opportunities for college graduates 
tre rising rapidly. Over the past several decades 
he number of persons entering professions requir- 
ng a Ph. D. degree has been increasing more 
apidly than the number entering the medical pro- 
ession. Total Ph. D’s and Ph. D’s in the biologi- 
cal and physical sciences have increased at rates 
onsidcrably exceeding the rate of increase of 
tiedical school graduates (chart 7). 


Eime Required 

The formal education of physicians requires 
riany years. It is probable that some able students 
re discouraged from even considering the medical 
irofession by the time requirement. After the 

years in medical school, the medical student 
lust spend from I to 6 years in internship and 
ssidency or fellowship training, or a total of 5 to 
0 years of graduate education, before he is ready 
o practice. In contrast, a student seeking a Ph. D. 
egree can usually start regular employment after 
or 4 years of full-time graduate education. 


There is wide variation among the States in the 
proportion of young people who attend medical 
school. On the average, 4.2 young people per 
1,000 population age 20 receive a medical educa- 
tion. But among the States the range is from 6.5 
per 1,000 in New York to 1.1 per 1,000 in Nevada 
(chart 8). 

Many factors affect the rate at which the young 
people of a State attend medical school. Impor- 


Chart 8. State residents in first-year 
classes of schools of medicine 
and osteopathy: 1958 


Rato por 1, 000 persons ago 20 



Sourc*: Computed from ref«r«ncct (2) and (7). 



mitv to enter a school with low tuition rates, 
xcept to the extent that regional compacts m the 
outheast and in the West make cooperative ar- 
° ments possible. But even in such States as 
w York and California, each of which ha. two 
lublicly controlled schools, only about 30 percent 
,f the medical students attend lower cost schools 
'chart 11). At one extreme, 9 1 percent of the 
nedical school students who are residents of 
Arkansas attend medical schools that charge 
less than $800 for tuition and fees. At the other 
extreme, no students from Rhode Island, Ne 
Hampshire, Nevada, or Delaware attend schools 
that charge tuition and fees of less than $800. 

Publicly owned medical schools have to a con- 
siderable extent restricted the number of out-of 
State students in order to accommodate applicants 
from within the State. This has had the effect 
of limiting opportunities for medical education, 
and particularly lower cost education, for students 
from” States with no public schools or ftom States 


Chart 10. Tuition and fees 
of medical schools: 1958 


Chart 1 1 . First-year students charged less 
than $800 tuition, by residence: 1958 


30 


25 


22 Publicly controlled 1 J 
gsB privately controlled 


20 L 


15 


10 L 


5 \- 




» * 38 - •»- 

Tuition and fees 

i Resident tuition and fees. 

Source: Computed from reference (7). 


Source: Computed from reference (7). 


with an excess of applicants relative to number of 
Places in public medical schools. In addition, 
^school have been forced to take X 
aualified students who are State residents, even 
though better qualified out-of-State residents 

aP Medical school tuition tends to be higher than 
M 7 r rvnes of advanced training 

TZ samfuniversicy (12, 13). Since : medical 

lining tends to be mud. .^ ent 



student choosing a medical career usually must 
plan on paying considerably more tuition than, 
say, the student doing graduate work in chemistry, 
mathematics, or one of the social sciences. 

After the student has completed the 4 years in 
medical school during which time he has been 
able to earn very little, he is faced with an intern- 
ship and usually a residency of several additional 
years when his earnings at best will be only sufli- 
cient for subsistence. Although the stipends of 
interns and residents have increased in recent years, 
they still average less than $2,400 a year for interns 
and rarely exceed $3,000 a year for residents, plus 
allowances in some cases for maintenance. A few 


of the best teaching hospitals pay both interns a 
residents less than $1,000. Many of the m< 
sought after internships ami residencies, morcov 
are in large cities where living costs are high (i 
The cost of a medical education (or of ot: 
graduate education) is in addition to the stead 
increasing cost of 3 or 4 years of full-time uni 
graduate college education. While undergradu 
college costs vary widely with such factors as 
control of the college, whether or not the stud 
can live at home, and the section of the count 
it is estimated that in 1937 the average cost ( 
year in college was $1,500 in publicly contra! 
colleges and $2,000 in private institutions. 


SOURCES OF STUDENT SUPPORT 

1 


During the long years of medical education, the 
student derives his financial support from one or 
more of several sources — his own (or his spouse s) 
earnings, his family, or scholarships and loans. 

Student Earnings 

Earnings of the medical student or his wife can 
be expected to pay only a part of the cost of 
medical education. A survey of senior medical 
students made in 1959 by the Association o( 
American Medical Colleges (li) showed that un- 
married students derived an average of 22 percent 
of their income from vacation and current earnings, 
while the average for married students was 21 
percent from their own earnings and 23 percent 
from those of their spouses. Few students can 
support themselves wholly or largely from these 
sources. 

Many medical schools specifically discourage 
their students from working during the academic 
year. Some schools forbid them to do so until 
they have completed Che first year of study, others 
do not allow outside employment at any time dur- 
ing the 4-year course. In general, the practice is 
to discourage part-time employment < 
it clearly will not make serious ' 
study time, When students do 
in part-time jobs, they arc less 



cial interests related to the medical curricul 
Changes in medical school curriculums thatcxi 
the academic year through the summer moi 
will of course cut down on vacation earning 

Limits exist on the degree to which nwu 
students can rely on their spouses' earnings, 
wife of a medical student may still be com pie 
her own education. The arrival of children 
terminate or severely limit the wife's ability tot 

Family Support 

Parents of medical students contribute a 
stancinl proportion of the cost of medical ci 
cion for the unmarried student and a sonwi 
smaller share of the married student's income. 
1959 survey of senior medical students (i/) she 
chat unmarried students received over 60 pe 
of their income from their parents, and m 
students about 35 percent. Most of the m 
from parents was in the form of gifts. 

The median income of the families of me 
students graduating in 1959 was $8,375 00 - 
spite the high cost of a medical education * 
a fifth of the students were from families hi 
incomes of under $5,000. On the other hand, 
fifths of the students were from families hi 
incomes of $10,000 


over: 



Family Income 

Senior 

students, 

All families, 

1959 

1957 

Median 

. $8,375 

$4,971 

Percent of families: 

Under $5,000 

20 

51 

$5,000-$9,999 

40 

41 

$10,000 or over 

40 

8 


Source: References (11 and 15 ), 

One medical student in two contracted debts 
during his medical school years. As would be 
expected, proportionately more married than un- 
married students had debts. The proportion with 
substantial debts ($5,000 or more) was consider- 
ably higher among students from lower income 
families than among students from higher income 
families. 

Percent of students 
with debts of $5,000 
Family Income or more 


Unmarried Married 


Average for all families. . . . 

11 

21 

Under $5,000 

18 

27 

$5,000~$9,999 

14 

23 

$10,000 or over 

6 

17 

Source: Reference ( 11 ). 




The fact that a sizable proportion of medical 
students come from above-average income families 
undoubtedly reflects both the differences in the 
families’ career expectations for their children and 
their ability to pay for the education. Parents 
with higher paying professional or managerial 
jobs arc more likely to encourage their children 
to enter a career such as medicine than arc lower 
income families. The fact remains, however, that 
th? increasing cost of a medical education falls 
more heavily on a lower income family than on a 
higher income family, and many young people 
from professional backgrounds consider it to be 
out of their financial reach. 

Most medical students come from families whose 
occupational background is professional or man- 
agerial. Among students graduating in 1959, 
about 6 out of 10 had such a background. The 
proportion of graduates who were sons or daugh ters 
of physicians was somewhat higher in private 


medical schools (13 percent) than in public schools 
(8 percent). In both public and private schools, 
about 3 out of 10 of the students were the children 
of clerical workers, sales personnel, craftsmen, 
operatives, service workers, or laborers (11). 

Scholarships and Loans 

Scholarships and loans for medical students are 
available from a variety of sources. Most medical 
schools help some of their own students. Private 
donors and voluntary organizations such as the 
National Foundation provide a certain amount of 
support. Other aid has been given by State medi- 
cal societies, industries concerned with the health 
field, and State and local governments. In the 
Southeast and West, regional education programs 
extend the resident tuition rates of State supported 
schools to students from ocher States within the 
region. But all sources of support combined 
have not met the expressed need for scholarships 
and loans, nor have they provided aid comparable 
to that available to students in related professions. 

The medical schools have testified to the need 
for additional scholarship and loan funds for their 
students. All but 11 of the 76 medical schools 
reporting scholarship funds in 1958 indicated that 
they could utilize considerably greater funds. In 
some instances the use of available scholarship 
funds has been limited by special restrictions 
imposed by the donor, by university policy, or by 
the committee responsible for administering the 
funds. Of 81 schools granting student loans, 28 
utilized all loan funds available and all but one of 
these indicated a need for additional funds. Among 
the 53 schools whose loan funds were not com- 
pletely used, 21 schools reserved the fun^ c ,u,: ' 
cratcly for use in ocher years or i» 
and in II schools restrictions inv' 
university policy, or the comr : * 
the fund prevented full utilize 


prefer to reserve limited available funds for students 
who have proved their ability to do good work 
and who might otherwise be unable to continue 
their education. To confine aid wholly or mainly 
to upperclassmen, however, may have the effect 
of discouraging some able students from ever 
attempting to start medical school. 

Outright financial support, other than loans, is 
less generous for medical students than for stu- 
dents in related 'fields of specialization. Although 
the percentage of medical students receiving schol- 
arships or fellowships is about the same as among 
graduate students in related natural sciences, the 
dollar amount of the grants made to graduate 
students is several times as high. The best avail- 
able figures indicate that even 5 years ago gradu- 
ate students in the science fields received fellowships 
three times as large as those received by medical 
students in 1958 (table 10). Moreover, many 
graduate students who hold fellowships also have 
the financial advantage of tuition scholarships and 
remitted fees, 

Many additional graduate students arc supported 
by part-time teaching and research assistantships. 
In 1954, in fact, more than half of all graduate 
students in the sciences listed in table 10 had 
assistantships averaging from about $1,200 to al- 
most $1,700. Research assistantships arc compar- 
able to scholarships to the extent that many Ph. D. 


candidates arc able to use their paid rcscar 
satisfying the requirement for a thesis. The 
comparable aid available to medical student 
small number of summer research fellow: 
which usually pay less than alternative su 
employment. 

There is evidence chat persons interested pi 
ily in medicine may be attracted into other 
by the availability of scholarship aid. A i 
study (/7) of the career interests of high s 
seniors with high scores on College Em 
Examinations considered the extent to whit 
availability of scholarship aid would chanj 
choice of career. If scholarships were avn 
only in fields other than medicine, many 
planning a premedical major would shift i 
other field of study. In this group, 73 p 
said chat they would shift to the field of b 
ical sciences if scholarship aid were availal 
that field. Among the same students, given at 
choice, 72 percent would shift to physical sc 
or 34 percent to mathematics, or 33 purer 
engineering, or 25 percent to social scit 
scholarship aid were provided in those fid 
A number of the medical student schol 
and loan programs now in operation requir 
the recipient must in return serve for sonic 
of time in a rural area of the State oflerir 
program or render obligated service in some 


Table 10. Scholarship or fellowship support of medical students and graduate students In related 
by percent of students supported and average amount per student 


SCHOLARSHIPS C 
FELLOWSHIPS 


Type of student 


Medical students, 1 958. . . . ....... 

Graduate students, 1954: 

Bacteriology and microbiology, 

Biochemistry 

Chemistry 

Physics 

Zoology 



sfudenn°fhL°mcd U iQr, be V$ed compar,n9 ,he * omoUn,s slnc « ,h e average for medical students Is the mean, and for gr 
Source: References (7) and (16) 
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specified way. For each year of loan support from 
the Rural Kentucky Medical Scholarship Fund, for 
example, the "recipient must agree to practice 1 
year in a county selected by the State board of 
health. The State of Mississippi offers loans that 
are canceled entirely after 5 years of general prac- 
tice in a rural area (18). Although there are many 
positive values to these programs, the specific 
commitments for service may prevent the young 
physician from entering promptly the type of 
practice for which he is best suited. 

Federal aid to medical students in the past has 
been carefully circumscribed and delimited. Most 
of the assistance, as in other fields of higher edu- 
cation, has come not as a direct aid but rather as 
a byproduct of other program goals. The Public 
Health Service supports undergraduate medical stu- 
dent training through a limited program provid- 
ing funds for part-time research by outstanding 
students. A few medical students are still receiv- 
ing aid. under the Korean GI bill of rights. The 
Department of Defense permits a total of some 360 
senior medical students annually to be commis- 
sioned and draw active duty pay in return for 
serving a minimum of 3 years on active duty after 
completion of internship. 

The newly established Federal program of 
student loans under the National Defense Educa- 
tion Act of 1958 constitutes a source of loan funds 
for medical students as well as for other students at 
institutions of higher education. 2 The National 
Defense Education Act authorizes annual Federal 
appropriations rising to $90 million in 1962 to 
assist in the establishment of student loan funds by 
colleges and universities. Each institution must 
contribute to its loan fund at least 10 percent of 
the total. A student may borrow in 1 year a sum 
not exceeding $1,000 and during his entire course 
a sum not exceeding $5,000, depending on need. 
Although repayment of the loan must begin 1 
year after the borrower ceases to be a full-time 
student, and be completed within 10 years there- 
after, the payments may be graduated in amount 
so as to be smaller in the early years. Actual ap- 
propriations for the loan program have totaled 
$31 million for fiscal year 1959 and $31 million for 
fiscal year I960. In 1958-59 some 334 students in 

3 In 1959-60 there are an estimated 2.5 million full-time stu- 
dents in colleges and universities in the U. S. 


41 medical schools received NDEA Joans totaling 
$178,134, or an average of $533. 3 In addition, 
loans averaging $526 were granted to 90 students 
in 5 schools of osteopathy (S'). 

Graduate fellowships authorized under the 
National Defense Education Act (2,000 in 1959 
and 1,500 during each of 3 succeeding years) 
theoretically are available to medical students, 
but so far have not been granted to such students, 
These fellowships, carrying an annual stipend of 
$2,000 to $2,400 plus an allowance for each de- 
pendent and a grant to the institution to cover 
tuition and other costs, are restricted to individuals 
accepted for study in a new or expanded graduate 
program that will increase the facilities available 
for graduate training of college or university 
teachers and will promote a wider geographic 
distribution of such facilities. Since this type of 
program is rare in medical schools, this fellowship 
program is of limited value in medical education. 

Medical students arc not among the recipients 
of predoctoral fellowships awarded by the National 
Institutes of Health of the Public Health Service 
to qualified persons carrying on studies oriented 
toward graduate training in the health science 
fields or related areas. In fiscal year 1959, 682 
such predoctoral graduate fellowships were 
awarded. The fellowships included a stipend 
of $1,800 to $2,200, an allowance of $500 for each 
dependent, and the cost of tuition and fees. 

Nor are medical students eligible for some 2,000 
fellowships awarded each year by the National 
Science Foundation to predoctoral students in the 
physical sciences, the life sciences, and selected 
social sciences. Approximately half of these 
fellowships arc awarded under the Graduate 
Fellowship Program providing stipends of $1,800 
to $2,200, plus $500 for each dependent and allow- 
ances for tuition and fees. The new Cooperative 
Graduate Program accounts for the remaining 
fellowships, which carry a stipend of $2,200 plus 
a flat payment of $1,800 to the school. 

Other Federal fellowships available to graduate 
students in a field related to medicine arc the 
special fellowships in health physics provided by 
the Atomic Energy Commission. For a number 
of years the Atomic Energy Commission has 

3 As of Sept. 24, 1959, reports still bad not been rccciveJ from 
5 colleges or universities having medical schools. 
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offered stipends of $2,500 plus dependents' allow- 
ances and tuition to about 75 first-year graduate 
students a year for education and training in health 
physics. Recently a few fellowships for more 
advanced graduate education have been made 
available carrying stipends of $4,000 plus depend- 
ents' allowances and a grant of $ 2,500 to the school . 

Even now medical students are making increased 
use of loan funds from a variety of sources. Among 
medical students graduating in 1959, 32 percent 
had debts exceeding $ 2 , 000 , and 17 percent over 
$5,000 (JJ). Ahead of them was still the problem, 


which has been discussed earlier, of financing 
years of internship and residency training. 8 
A few scholarship and loan programs exist 
students in schools of osteopathy. I n 1949 . 
auxiliary to the American Osteopathic Associat; 
inaugurated a scholarship program providi 
awaids of $ 1,000 each for some seven enteri 
students, Other scholarships arc available 
applicants fiom particular States. The ostcopnd 
colleges, the American Osteopathic Associate 
and the Osteopathic Foundation all ad minis 
loan funds for third- and fourth-year students (1 


OUTLOOK FOR THE FUTURE 


To achieve a graduation rate of 11,000 a year 
by 1975, there must be some 12,000 admissions to 
schools of medicine and osteopathy in 1971. This 
would be an increase of 50 percent over the present 
number of admissions. 

The rate of increase in the number of young 
people in the United States is such that 12,000 
well-qualified first-year students seems a feasible 
goal in terms of the Nation s pool of talented young 
people. However, there are a number of serious 
obstacles to the achievement of this goal. Impor- 
tant among them are the many competing, attrac- 
tive, and challenging opportunities in other pro- 
fessional fields, the high cost of a medical education 
and the long training period, and the limitation of 
opportunity for medical education in many parts 
of the United States. 


To assure a supply of applicants adequate I 
the selection of 12,000 well-qualified first-yc 
students, two major programs arc necessary. 

( 1 ) Increasing and equalizing opportunity 
by expansion of medical education faci- 
lities, particularly in the piacCvS where 
opportunity is limited. 

( 2 ) Increasing and equalizing opportunity 
for young people by very substantial in- 
creases in funds available to make it pos- 
sible to finance a medical education. 

Medicine has enormous prestige and drawiti 
power. If existing limitations on opportunity ca 
be removed, medicine should have no difficulty i 
securing enough well-qualified students. 


SUMMARY 


^ eaos of me< dical schools report increasing 

acceptable students, although the ratio of apbli- 
cants to admissions has remained static. PP 

4 ycars . thc Potion of students 

^ri:;^ in8mpoor3cademics ^ d ^ 
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3. Medical schools without residence restrictions 
and with larger budgets tend to have students with 
higher riverage Medical College Admission Test 
scores and lower rates of failure or withdraws! 
because of academic difficulty. 

4. In recent years the number of persons entering ; 
various specialized occupations requiring a Ph. 0,4 



degree have increased at rates considerably exceed- 
ing the rate of increase of medical school graduates. 

5. In spite of the opportunities for personal 
achievement, public esteem, and community serv- 
ice, some able students are discouraged from even 
considering the medical profession by the number 
of years of advanced education required and by 
the cost of such education. 

6. States with a low rate of college attendance 
and with no medical school tend to have the 
fewest residents attending medical schools, rela- 
tive to total residents 20 years old. 

7. The medical student or his family, besides 
financing a college education, must meet expenses 
averaging $2,386 for each of 4 years in medical 
school ($3,271 for a married student). During 
an additional 1 to 6 years in internship and resi- 
dency or fellowship, the average student’s stipend 
will rarely exceed $3,000 a year with some allow- 
ance for maintenance. 

8. Wide variation exists among the States in 
the opportunity available for attending a lower 
tuition medical school. 

9. Publicly owned medical schools have to a 
considerable extent restricted admissions to stu- 
dents from within die State, thus restricting oppor- 
tunities for students from other States and, in 
addition, forcing the schools to accept minimally 
qualified State residents even though better quali- 
fied out-of-State residents have applied. 

10. The medical student's earnings while lie is 
in medical school can meet only a small part of 
his expenses. 

11. Families of medical students represent the 
single most important source of support for the 
average unmarried student, who receives about 60 
percent of his income from his family. For the 
60 percent of students who are married, the family 
provides about 35 percent of total income, 


12. Despite the high cost of a medical education 
about one-fifth of the students come from families 
with incomes of less than $5,000. Although only 
8 percent of all families have incomes of $10,000 a 
year or more, 40 percent of the medical students 
come from families with such incomes. 

13. Today about 6 out of every 10 medical 
students are from families whose occupational 
background is professional or managerial. 

14. A substantial proportion of medical students 
now assume heavy indebtedness for their medical 
education. Eleven percent of the unmarried stu- 
dents and 21 percent of those who are married have 
debts of $5,000 or more by the time of graduation. 

15. Although scholarships and loans for medical 
students arc available from a variety of sources, 
the total amount ol such support is inadequate! 
It does not compare to the amount of aid available 
to students in related fields. Support available to 
first-year medical students is virtually nonexistent. 

16. The newly established Federal student loan 
program under the National Defense Education 
Act of 1958 will be of only minor help in relieving 
the present shortage of low-cost loan funds for 
medical students. 

17. There is no Federal program of scholarship 
aii! to medical students in any way comparable to 
the fellowship programs for graduate students ad- 
ministered by the Office of Education, the Public 
Health Service, the National Science Foundation, 
and the Atomic Energy Commission. 

18. To assure a supply of applicant 
for the selection of some 12,000 wcll-qr 
year medical students in 1971 will 
opportunities for medical cducatic 
and equalized through expansion 
education plant and through very 
creases in funds available to make 
young people to finance n medical c 


Chapter III 

The Medical School 


To have some comprehension of what is involved 
in expanding medical schools and in establishing 
new ones, it is necessary to have an understand- 
ing of the growth of medical education in the 
United States, the characteristics of a modern med- 
ical school, and the costs of establishing and oper- 
ating a satisfactory school. Over a period of years 
standards of medical education have been raised 
continuously and there has been a broadening of 
the scope and depth of the teaching program and 
of the related programs of medical care and re- 
search. In a very real sense, the needs for physi- 
cians cannot be met by numbers alone. They will 
be met only as an expanded program maintains 
and enhances the quality of medical education. 


At the core of medical education is the 4-yc; 
curriculum which leads to the medical degra 
This basic education in the medical and clinic: 
sciences is the primary responsibility of the mcc 
ical school. Increasingly, however, the medic: 
school is assuming heavy responsibility for oth< 

educational programs for internship and resident 

programs, for the continuing education of practii 
ing physicians, and for the education of oth< 
professional groups. In the following pages, met 
ical schools in the United States arc discusscd- 
their history; their number, control, and locatioi 
their size; their responsibilities and functions; the 
curriculums; their faculty; their facilities an 
administration; and their budgets. 


HISTORY 


Fifty years ago most medical schools in the 
United States were characterized by minimal en- 
trance requirements, limited course offerings, make- 
shift clinical laboratory facilities, and generally 
low standards of teaching and performance. Few 
of the more than 150 schools had any claim to 
being educational institutions. 

In 1892 Harvard Medical School had increased 
the length of its course to 4 academic years and 
required written examinations before the degree 
was awarded. Johns Hopkins University School of 
Medicine, ’‘the first medical school in America of 
genuine university type,” (i) was founded in 1893. 

Even before this time the Americah Medical 
College Association, established in 1876, had been 
moving slowly toward the definition and enforce- 
ment of higher standards among its member insti- 
tutions. In 1904 the Council on Medical Educa- 
tion of the American Medical Association began 
26 


the inspection and classification of medical school 
(2). The American Osteopathic Association ha 
also established educational standards and a systci; 
of inspection and appraisal by this time (3). 

Abraham Flcxner's influential report, Medico 
Education in the United States and Canada , publisher 
in 1910, objectively appraised the medical school: 
and stimulated action to close the poorest school: 
and bring the remainder to an acceptable stand- 
nrd (1). Subsequently, rapid improvement began 
to take place so that by the 1930's most of the 
substandard medical schools had been closed, 
Schools defined increasingly rigorous requirements: 
for admission of students. Recommended curricu* 
aims had been developed for parts of the medical 
school course, and increasing attention was being 
given to innovation and experiment. 

The past two decades have brought further 



important changes. Shifts in organization and 
emphasis have occurred. Problems of coordi- 
nating specialized subjects and of fitting new 
scientific knowledge into the medical school 
course have led to experiments in teaching methods 


and curriculum. Research activities have been 
markedly increased. Graduate education in the 
medical specialties has commanded an increasing 
share of medical school resources, and has also 
contributed to educational and research potentials. 


NUMBER, LOCATION, AND SIZE 

Today the United States has a total of 85 medical than half (45) are private schools Since 1940 
schools and 6 schools of osteopathy (appendix three new private and five public schools have 
table 8). Eighty-one of the 85 medical schools been established; one private and five public 
and all of the schools of osteopathy offer a 4-year schools have expanded from 2-year to 4-year pro- 
curriculum, Four schools of basic medical sciences grams. The six schools of osteopathic medicine 
offer only the first 2 years of the program, after the newest of which was established in 1916 are 
which the students transfer to a medical school all privately controlled. 

with clinical facilities to complete their training. As shown in chart 12, medical schools are most 
Among the 85 medical schools slightly more heavily concentrated in the northeastern United 


Chart 12. Location of schools of medicine and osteopathy: 1959 




States, Nine States have no medical school, and 
four have only schools of basic medical sciences. 
Completion of the new 4-year school at the Uni- 
versity of Kentucky will reduce from 15 to 14 the 
number of States 1 without a public school. 
Enrollment in medical schools has climbed 

Chart 13, Graduates of public 

and private medical schools: 1 930-65 1 



1 Actual 1930-59 and estimate! 1960-65 at present rate 
of graduation. 

Source; Appendix fable 10. 


markedly in recent years, from 22,000 in 1941, to 
26,000 in 1950, and to 29,000 in 1958. There arc 
1,900 students enrolled in colleges of osteopathy 
(appendix table 9). 

The number of graduates has risen similarly* 
with a greater proportion of the increase in 
publicly controlled schools than in private schools 
(chart 13). Enrollment in individual 4-yea** 
medical schools ranges from 179 to 768, with an 
average of 370. 


Number of 4-year medical 
schools, 1958 


Size of student body 

All 

schools 1 

Public 

Private 

Total 

81 

37 

44 

Under 200 

5 

3 

2 

200-299 

23 

10 

13 

300-399 

30 

13 

17 

400-499 

10 

4 

6 

500-599 

9 

4 

5 

600-699 

2 

1 

1 

700 and over 

2 

2 

— 


1 Enrollment for new 4-year schools which did not hc*V 
all 4 classes in attendance in 1958 has been estimated 

Source: Reference (4). 


RESPONSIBILITIES AND FUNCTIONS 


From the viewpoint of society the responsibilities 
of the medical school can be expressed in broad 
terms: to provide the opportunity for a medical 
education to qualified young people, and to supply 
the physicians needed for medical service, teaching, 
and research. 

In many places the medical school is the nucleus 
of a complex medical center with wide responsi- 
bilities for education, basic and clinical research, 
and service. It provides graduate education for 
interns and resident physicians, as well as post- 
graduate education for practicing physicians. It 
cooperates in the training of dentists, nurses, and 
allied health workers, It may have an active 

1 The District of Columbia aiso has no public medical school. 


role in the education of Ph. D. candidates in the 
basic biological and medical sciences. Its hospital 
frequently serves as a medical referral center for a 
State or region. 

With the increase of specialization among 
physicians, no school today can organize its 
teaching program for the preparation of general 
physicians only. Since the 4 years of medical 
school provide the only professional educational 
experience common to all physicians, the program 
must provide the basic education necessary for 
preparation in any of the specialities, including 
family practice. A statement approved by the 
Association of American Medical Colleges and 
the American Medical Association in 1957 stressed 



that the objectives of all medical schools: 

. . should clearly indicate that an un- 
dergraduate medical education provides 
merely a sound foundation for further 
education during the internship and resi- 
dency period, as well as throughout pro- 
fessional life. Four years of education in 
medical school is not by itself sufficient to 
prepare a physician for practice to- 
day.” (5) 

The four schools that offer only the first 2 years 
of the 4-year program — the schools of basic medi- 
cal sciences — have a special function to perform 
(X). By increasing the number of prcclinical 
students, the schools of basic sciences allow more 


efficient utilization of existing clinical facilities, 
which in many of the 4-year schools are sufficient 
to serve both their own prcclinical students and 
those who transfer from the schools of basic medi- 
cal sciences. As do the 4-year schools, the schools 
of basic sciences offer opportunities for cooperation 
between early education in medicine and graduate 
university education in the social, biological, and 
related physical sciences. The problem of coordi- 
nating the first 2 years of training in one school 
with the last 2 years in another exists however. 
This has been surmounted in most instances by 
more or less formal agreements among the schools 
on admission requirements, curriculum, and 
methods of teaching. 


CURRICULUM 


Over the past few decades, the extraordinary 
growth of medical knowledge has confronted the 
medical schools with difficult problems in the 
development of curriculums. In the early years of 
this century, the basic medical school curriculum 
included the sciences of anatomy, biochemistry, 
physiology, pharmacology, and pathology, and 
the clinical fields of medicine, surgery, obstetrics, 
and gynecology. But now, in addition to the 
basic curriculum, which in itself has increased 
remarkably in depth, the typical medical student 
must understand such areas as preventive medicine, 
pediatrics, and psychiatry — among many others 
that could be listed. The social sciences are be- 
ginning to make their appearance in medical 
school programs. 

It is not within the purview of this Consultant 
Group to criticize or recommend various ap- 
proaches to curriculum content and length, but it 
is imperative to point out that the length and 
content of the curriculum do have a relationship 
both to the cost of medical education in dollars 
and time and to the quality of education imparted. 

It has not been possible to solve the problems of 
curriculum by simply increasing the content and 
length of the training period. The continuation 


of the process of stuffing new facts into already over- 
crowded courses means that they become encyclo- 
pedic rather than thought-provoking. Freeborn 
of the University of California has pointed out 
with respect to a university education, "The goal 
. . . is to teach our students how to use facts as 
craftsmen use tools, to evaluate facts for what they 
arc worth, to use them as building blocks in the 
syntheses of programs of behavior, thought, or 
action. . . . The one hope of coping with this 
dual problem of increased numbers of students and 
the increased content of available knowledge . . . 
lies in the almost complete revision of the material 
that is presented to the classes. . . . Equipped 
with principles, and that assumes that the student 
knows the facts on which the principles are based, 
he is able to plot a course of action that has a high 
probability of success. And this applies equally 
well to personal behavior, the conduct of business, 
or the development of scientific concepts." (7) 

The Consultant Group is of the opinion that 
continuing searching examination and critical eval- 
uation of teaching methods and curriculum con- 
struction are necessary to demonstrate the best • 
and most economical way of obtaining high 
quality medical education. 


'VV 



FACULTY 


, In P ast y ears > muc h of Che medical school teach- teach imr i ■ . 

*ng, particularly in the clinical years, was done clinical clcrksh in- IT" "T* SWbjcCtS 51,1(1 with 
by practicing physicians who gave a few hours a in the last „ ^ 

day or often as little as one lecture or one clinic ucitinn nmi g th of S radu «c 4 

a week. Increasingly, schools are recognising that a mono T ‘ ^ 'j Ct,Uirctl expanded faculty, 

each department must have at least a core of full- faculty svzct a T ^1^°" in 

time teachers, with volunteers used primarily to „ 1P11 uL /n g T hc numbcr faculty 

enrich and diversify the program. The Deitdck tli lo r'’ "T CC[mV ! lkins ’ ***** from less 

report stated : * The need for full-time men " ho T ° dum 300 including persons with 

can devote all their time and energ" t0 the wo^k S ^ teaching, 

of a medical school and its teaching hospital is addition JdY ? dmini «wrion). In 

clear. In their present magnitude, the activities done bv th P ' * f ^ consu,cl ‘« Wc teaching is 
of large medical schools and medical centers can hospital #nd testtlcno of chc "aching 

no longer be properly organized and carried out • i . 

without at least a nucleus of full-time faculty calcar s With large programs for research, ineili- 
members." (fl) ,mc taCulty ca «« .and training of residents and Ph, D.’s have 
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Medical education faces a real challenge in 
assuring an adequate number of faculty members. 
In recent years some medical schools have experi- 
enced difficulty in filling budgeted full-time faculty 
positions, In 1958, 6 percent of the 11,000 budgeted 
full-time faculty positions were reported vacant 
01 ). • 

The importance of economic reasons for the 
reluctance of physicians to accept full-time faculty 
positions is suggested by a recent study by the 
National Academy of Sciences (//)• Most medical 
science fellowship holders were found to prefer a 


FACILITIES AND 

For instruction in the basic medical sciences, 
the medical school needs classroom and laboratory 
facilities, a library, administrative offices, and 
an auditorium. In many schools, these facilities 
form an integral part of a medical center that 
provides space also for the teaching hospital, 
research activities, and schools for related health 
professions such as dentists, nurses, and 
pharmacists. 

Classroom and 
Laboratory Facilities 

Some idea of the amount of space needed for 
classroom and laboratory facilities can be obtained 
from the type of medical sciences building recently 
constructed for the new medical school at the 
University of Florida. This unit, designed to 
accommodate 64 new students annually, provides 
12,000 to 15,000 square feet for each of seven 
major departments. Space is also provided for a 
library, a 535-scat auditorium, administrative 
offices, individual research laboratories, reception 
room, shop, storage, animal quarters, student 
lounge, and loclecr rooms (12). 

Relatively few standards have been developed 
by the medical profession or by the Association 
of American Medical Colleges for the type and 
quality of preclinical teaching facilities appro- 
priate for a modern medical school. Emphasis 


full-time salaried academic career, but approxi- 
mately a third of che group felt they could not 
accept such positions under the present economic 
reahties of academic life. Of the interns and 
residents in major teaching hospitals, one in 
four wanted careers in full-time or essentially 
full-time academic positions in a basic science 
department or research institute, Despite these 
problems, che new schools which have been estab- 
lished in recent years have all found it possible 
to secure sufficient well-qualified faculty. 


ADMINISTRATION 

has been placed on providing buildings and equip- 
ment conducive to productivity of faculty and 
students in the fulfillment of the total objectives 
of the school. It has been recommended that 
basic science teaching facilities adjoin the hospital 
so ns to promote cooperative teaching efforts and 
allow all departments ready access to patients. 
Further refinement of these and other standards 
and specifications is needed. 

Library 

As the literature of medicine has grown in amount 
and complexity, the medical school library assumes 
an increasingly significant role in the educational 
and research programs of the school. Medical 
school library collections have been increasing in 
size. At che time of a 1934 39 survey, Hw 
median size of the 4-ycar medical school lib-- 
was 20,000 volumes, with 272 periodic;' 1 - 



instruct medical students in the use of medical 
literature, acquainting them with library resources 
available and preparing them to draw upon such 
resources throughout their medical careers. 

Integration of 
University and 
Medical School 

Dr. Flexner’s principle that a medical school "is 
properly a university department,” was recently 
reaffirmed in a statement of policy by the Associ- 
ation of American Medical Colleges and the 
American Medical Association's Council on Medi- 
cal Education and Hospitals. This statement 
recommended that wherever possible medical 
schools be part of a university, "since a university 
can so well provide the milieu and support required 
by a modern medical school.” (5) 

In actual practice, relationships of medical 
schools to their parent universities— and only 10 
out of 81 4-year schools lack university affiliation- 
have tended to be somewhat remote. Even 
among medical schools located physically in the 
centers of their universities, relatively few have 
had mutually rewarding associations with the 
students and faculty of other graduate departments. 
While a constructive relationship offers much to 
both the medical school and to other departments, 
problems and difficulties can arise on both sides 
of this relationship. 

Special problems of administrative coordination 
arise when the medical school forms a part of a 
complex medical center. In some of the larger 
medical centers, the university has appointed a 
director or vice-president of medical affairs to have 
jurisdiction over not only the medical school but 
also the university hospital and the schools of 
dentistry, nursing, and other allied educational 
programs. 

Recent expansion of research and training in the 
basic sciences has, however, dramatized the inter- 
dependence of the medical school and the rest of 
the university. The increasing pressure to save 
money, facilities, and faculty time through joint 
programs has been another factor encouraging 
closer association, 


Proximity to University 

Should the medical school be located physical!) 
in the same community as the university, even i 
this community is not a large city where hospital: 
and patients arc normally concentrated? 

The physical proximity of the university m 
the medical school is of increasing importance a: 
medicine is becoming more and more involved it 
research in the physical and the social sciences 
Increasingly the hospital itself is the laborator; 
for graduate training in research in fields othc 
than medical science— economics, sociology, an 
thropology, and business administration, to mm 
only a few. 

Proximity to the university, the potentialitic 
for development of adequate clinical facilities, as 
surancc of continuing financial support, and ac 
cessibility to patients and physicians through ou 
the State are more important than the size of th 
community in the selection of a location for th 
medical school. 

The public medical schools are usually in smallc 
cities than arc the private schools: 


Size of city 


Number of medical 
schools 


Total 


All 

school* Public Private 

81 37 44 


500,000 and over. 

100.000- 499,999. 

50.000- 99,999. . . 

25.000- 49,999. . . 

Under 25,000 


41 

26 

7 

6 

1 


9 

16 

5 

6 
1 


32 

10 

2 


Source: Compiled by Public Heollh Melhod, from 
reference (4). 


Policies on Admission 
of Students 


32 


Through its policies and practices relating to 
the admission of students, the medical school 
exercises considerable control over the quality of, 
its student body. Today the schools arc generally 
agreed on the basic academic background needed, 



although there is variation on specific courses or 
hours required. Perhaps the most controversial 
of the nonacademic admission requirements are 
those revStricting admission according to geographic 
residence. Most of the public medical schools 
and some of the private schools give preference in 
admission to students who live in the State in 
which the school is located. The extent of this 
type of restriction varies from school to school. 
In 20 schools a 2-year average of first-year students 
showed 5 percent or fewer out-of-State students; in 
23 other schools the proportion of out-of-State 
students ranged from 6 to 25 percent (75). 

Such restrictions as to residence are imposed to 
assure opportunities for medical education to the 
students from a particular State or group of States. 
But rigid application of this policy may prevent 
the school from choosing the best qualified 
applicants, 

The problem needs a flexible approach so that 
opportunities for medical education in a State's 
medical school are not denied to qualified residents 
of that State and, at the same time, enough quali- 
fied out-of-Statc students are admitted to assure 
an-excellent student body with diverse backgrounds 
and points of view. 


The Teaching Hospital 

The teaching hospital, which plays a central 
role in the functioning of a medical school, pro- 
vides the laboratory in which medical students 
acquire their basic clinical skills and also offers 
opportunities for clinical research by faculty 
members, and for the training of interns, residents, 
practicing physicians, nurses, and many allied 
health workers. In a teaching hospital, both 
faculty and students may improve the quality of 
medical care by contributing to the knowledge 
of disease or by developing new methods of ther- 
apy. Through the teaching hospital, the medical 
school provides clinical service to the community. 

TyP e °J control ,— Teaching hospitals may be 
grouped in three categories: (1) hospitals owned 
by universities or medical schools; (2) hospitals 
not owned by but closely integrated physically 
administratively, and financially with medical 
schools; and (3) affiliated hospitals that function 
as separate institutions but grant privileges in 
varying degrees to medical schools. Table II 
shows the relationship of the teaching hospitals 
to the 8.1 4-year medical schools. 


Table 11. Control of principal teachlns b^J^PuWlc and private 4-year medical tchool, In the 


Control of hospital 


Total 

Owned by university or medical school 

Community hospitals integrated physically, 
fively, financially 

City or county hospital 

Nonprofit association 

Affiliated hospitals only 

Sburcer Compiled by Division of Public Healfh 


adminisfra- 


NUMBER OF SCHOOLS 

PERCENT OF SCHOOLS 

Public 

Private 

Public 

Private 

37 

44 

100 

100 

25 

14 

68 


12 

19 

32 


7 

A 

19 


5 

15 

13 



11 







Methods from medical school calalogs. 


Many of the schools with university hospitals 
make use of affiliated hospitals as well, so as to 
provide the needed number and variety of patients. 

If the teaching hospital is controlled directly by 
the medical school or university, the faculty and 
patients can be used for teaching unencumbered 
by the problems of separate staffs with separate 
lines of authority. Regardless of the manner of 
affiliation, medical school or university control of 
the teaching hospital staff is essential for mainte- 
nance of a suitable educational program. If the 
school does not own the teaching hospital, it must 
have the unquestioned right to appoint the attend- 
ing staff, with clinical teachers appointed either 
on nomination by the school or by agreement in 
conference between the school and the hospital. 

Number of beds , — The principal teaching hos- 
pitals of the 4-year medical schools range in size 
from under 200 to over 3,000 beds. The median 


Few clear lines remain between the clinical 
clerkship and the internship. Frequently each 
involves to a greater or lesser extent the same 
facilities, patients, and faculty. What are the 
unique functions of the internship year, a/ul are 
these functions being fulfilled? What responsi- 
bility should the medical school carry for this 
year which is presumably essentially graduate 
training? Today there are no clear answers to 
these questions but the Association of American 
Medical Colleges has undertaken a study which 
should assist in the clarification of the problems 
associated with this phase of education. 

Not all internships arc provided in hospitals 
used by medical schools for undergraduate teach- 
ing. Of some 10,000 intern positions filled in 1957 
in hospitals approved for intern training, 45 percent 
were in hospitals participating in undergraduate 
medical education as well (itf). 


size is a little over 600 beds. Hospitals of the 
private medical schools tend to be somewhat larger 
than those of the public schools: a finding which 
may be explained by the fact that a higher propor- 
tion of the private schools are in large cities. 


Bedi In principal teaching 
hospital 


Number of schools 

Public Private 
Total schools schools 


Under 400 22 10 12 

400-599 14 9 5 

600 or more 45 1 g 27 

Source: Compiled from reference ( 16 ). 

Interns 

Years ago the internship ( a year of hospital 
experience) was designed to give the new graduate 
his initial contact with responsibility for patients. 
Since the development of the clinical clerkship for 
the third- and fourth-year medical student, the 
internship no longer provides such initial patient 
contact but rather is one of several graded steps 
toward the assumption of total responsibility for 
patient care. 7 


Residents 

Residencies have as their primary function the 
training of medical specialists in a variety of 
clinical and related fields. Residencies are offered 
in 26 specialties and in general practice. Most 
residencies are served in a hospital setting, although 
organizations other than hospitals offer training 
in the subspccialtics of preventive medicine (avia- 
tion medicine, occupational medicine, and public 
health). As with internships, residency training 
is not limited to hospitals affiliated with medical 
schools. Over 1,200 hospitals offer these training f 
opportunities, of which the 17 percent affiliated 
with medical schools provide 46 percent of the 
residency positions. 

The period of residency may be as short 11 s 1 
year, but for Hoard certification in a specialty the ) 
required time varies from 2 to 5 years. As part < 
his education, the physician serving a rcsidenc 
provides patient care or other services and mu 
also assist in the teaching of undergraduate medics 
students or interns. It is difficult to analyze th 
resident’s time in terms of patient care, teaching 
research, and his own education, since the foil 
frequently go on simultaneously. A recent stujj 

in a large university hospital (27), however, incif 
cated that tnnfv. u„ir ~C _ u—'f&Mi 



staff would be required just to maintain the present dents on the average spent only about a quarter of 
level of patient care, exclusive of any teaching or their working time away from patient service, that 
research. The same study showed that the resi- is, in research and education. 


BUDGETS 


The basic operating budgets (exclusive of grant- 
supported research) of the individual medical 
schools vary widely in amount — in 1958, from a 
minimum of $750,000 to a maximum of nearly 
$5 million, This variation is more closely related 
to faculty-student ratio than to the number of 
undergraduate medical students. 

The following tabulation shows typical high, 
medium, and low operating budgets for small, 
medium, and large medical schools, In general 
the schools in the high budget group are also in 
the top third in respect to size of faculty, while 
the low budget schools come close to the minimum 
level of faculty size that is consistent with 
proper school functioning. 

Typical operating budgets 1 
of medical schools 
Budget level (millions of dollars) 

Number of students 



300 

400 

500 

High 

.... $2,0 

$2.7 

$3.4 

Medium 

1.6 

2.0 

2.4 

Low 

1.1 

1.4 

1.7 


1 Exclusive of granf*supported research. 
Source! Calculated from reference ( 11 ). 


Although many factors besides funds available 
affect the quality of the teaching program, never- 
theless, one of the serious problems of medical 
education today is the underfinanced school. The 
typical underfinanced school, as compared with 
its better-financed counterpart, has a small full- 
time faculty. Most of its clinical faculty arc vol- 
unteers, resulting in a Jack of academic component 
in the clinical years; its freshman class is selected 
from a less well-qualified group of applicants; its 
graduate program is fairly limited; very little re- 
search is done; and the postgraduate activities are 
infrequent and poorly organized, 

While most of the present medical schools more 
than meet the minimal education standards required 
for accreditation, the underfinanced schools arc 
hard-pressed to maintain an educational program 
within the minimal requirements. In the mean- 
time, the expansion of knowledge both in breadth 
and depth has raised the desirable standards of 
medical education above the minimum required 
for accreditation. Continued underfill ancing of 
some of the medical schools will make it impossible 
for these schools to meet desirable standards of 
medical education. 


SUMMARY 


1. Today the United States has 85 schools of 
medicine, 81 of them offering the full 4-year pro- 
gram and 4 of them only the first 2 years. In 
addition there are six schools of osteopathic med- 
icine, Of the 85 medical schools, 45 are privately 
owned. Recent years have seen a more rapid in- 
crease in the number of public than of private 
schools. Nine States still have no medical school, 


and four other States are without a 4-ycar school. 
Enrollment in 4-ycar medical schools ranges from 
less than 200 to over 750 students, with an average 
enrollment of 370. 

2. Prom the viewpoint of society the responsi- 
bilities of the medical school can be expressed in 
broad terms: to provide the opportunity for a med- 


ical education to qualified young people, and to 
supply the physicians needed for medical service, 
teaching, and research. The medical school also 
provides graduate education for interns and resi- 
dents, and postgraduate education for physicians. 
Its hospital frequently serves as a medical referral 
center for a State or region. 

3. Schools of basic medical sciences can increase 
the opportunities for preclinical education, thereby 
allowing more complete use of existing clinical 
training facilities for third- and fourth-year 
students. 

4. Continuing searching examination and crit- 
ical evaluation of teaching methods and curricu- 
lum construction are necessary to demonstrate the 
best and most economical way of obtaining high 
quality medical education. 

5. Medical education requires high ratios of fac- 
ulty to students, with laboratory and small-group 
teaching stressed in preclinical subjects and clin- 
ical clerkships and bedside teaching emphasized 
in the last 2 years. Increasingly, schools are find- 
ing that each department must have at least a core 
of full-time teachers, with volunteers used primarily 
to enrich and diversify the program. 

6. Facilities required by a medical school include 
adequate classrooms and laboratories, library, ad- 
ministrative offices, auditorium, space for research, 
and clinical facilities. Standards and specifications 
for medical school facilities designed to provide 
for changing needs and conditions should be 
developed. 

7. To achieve its maximum potentialities a 
medical school should be an integral part of a 
university. In recent years, the need for greater 
cooperation between medical school and university 
has been emphasized by the growth of research 
in the basic sciences and by the pressure on medical 
schools to expand their programs of graduate 
education. 

8. Advantages of close physical proximity to 
the university have generated support for placing 


medical schools in the same community as the 
university, if adequate clinical material can be 
assured. This has been possible where the parent 
university has been able to construct a teaching 
hospital as an integral part of the teaching facilities 

9. Most of the public medical schools and some 
of the private schools give preference in admission 
to students who live in the State in which the 

’ school is located. Rigid application of this policj 
may prevent the school from choosing the bc$i 
qualified applicants, or from selecting a studen 
body with desirably diverse backgrounds ant 
interests. 

10. Two-thirds of the public medical school 
have teaching hospitals owned cither by the schoo 
or by the parent university. Private schools mak 
greater use of hospitals which, while closcl 
integrated or affiliated with the schools, are no 
owned by them, Among the principal tcachin 
hospitals of the 81 4-year schools, 22 have unde 
400 beds, 14 have between 400 and 600 beds, an 
45 have 600 beds or more. 

11. After graduation from medical school, mos 
physicians spend a year in a hospital internship 
Many physicians continue (or return later) for 1 
to 5 years of residency training in a specialize* 
field of medicine. About 45 percent of the intern- 
ships and a slightly higher proportion of the 
residency positions arc in teaching hospitals. 
These interns and residents, in addition to receiv- 
ing graduate education, provide very substantial 
amounts of medical care and may participate in 
medical research. 

12. A number of schools arc today facing in-i 
creasing financial difficulties. A school with an 
undergraduate enrollment of 400, and with a mini- 
mum adequate faculty now needs a basic operating 
budget of about $1.5 million (exclusive of grant- 
supported research) if it is to meet properly its 
educational responsibility. A number of schools 
have budgets below this minimum. 


Chapter IV 

Financing Medical Schools 


Fifty years ago, in the heyday of the proprietary 
medical school, student fees were the primary 
source of financial support for medical education. 
While a few universities carried substantial finan- 
cial responsibility for their medical schools, a 
third of the schools had less than $10,000 a year in 
operating funds—- -all from student fees. Such 
lack of support was reflected in squalid facilities 
and inadequate faculties. This situation resulted 
in the outspoken Flcxner Report of 1910 (l). 

An important effect of this report was to focus 
public attention on the financial needs of medical 
education, and to stimulate substantial philan- 
thropic contributions and university support (1). 
Less than 20 years later, in 1927, the Commission 
on Medical Education (2) found remarkable 
changes in the financial picture. The 63 schools 
studied by the Commission had incomes totaling 
$12 million. The sharp increase in budgets had 
come about primarily because of the growth of 
foundation and other private giving and because of 
increasing activity of State universities. The next 
decade saw a continued growth of support from a 
variety of sources,' and by 1941 financial support of 
medical education totaled $32 million, 
din the 1940’s the greatest change in the pattern 
of support was the increase, both relative and 
absolute, in the contributions of State and local 
governments (chart 14). By 1948 total support 
had risen to $71 million, of which State and city 
appropriations amounted to some $18 million; 
gifts, grants, and endowment, $20 million; and 
tuition and fees, $12 million (3). 

With the increased responsibilities which medical 
schools have assumed in recent years, new sources 
of support have appeared. The burst of research 
activity has been substantially supported by 
grants atld contracts from the Public Health 
Other Federal agencies, and private or- 


Chart 14. Sources of financial 
supporf for medical schools: 1941-58 
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ganizations. Medical care provided as an adjunct 
to clinical teaching is being financed to an increas- 
ing degree by insurance, public assistance, and other 
third-party payments. While the medical schools 
have been able to do a great deal for themselves, 
very considerable aid for the construction of 
hospitals has come from the Hill-Burton program 
of the Public Health Service; for the construction 
of student dormitories, from the college housing 


program administered by the Community Facili- 
ties Administration of the Housing and Home 
Finance Agency; and for the construction of re- 
search facilities from grants of the Public Health 
Service. 

The following pages summarize the current 
status of support for operation of medical schools, 
for grant-supported research, and for construction 
of medical teaching and research facilities, 


SCHOOL EXPENDITURES 


In 1958 the 85 medical schools in the United 
States spent an estimated total of $264 million. 1 
Of this amount $176 million was for basic oper- 
ations and the remaining $88 million for grant- 
supported research. These figures do not include 
the costs of operating teaching hospitals. In the 
same year the six osteopathic colleges spent $6.8 
million of which $6.6 million was for basic oper- 
ations and $200,000 for grant-supported research. 

In the financing of medical schools, the signifi- 
cance between basic operations and separately 
budgeted (most of which is grant supported) 
research must be properly understood. 

Income for basic operations represents either 
money over which the school has complete control 
or money which, while designated for specified 
uses, is completely consistent with basic opera- 
tional purposes. Federal training grants which 
are designed to strengthen instruction in cardio- 
vascular disease, cancer diagnosis and therapy, or 
psychiatry, are examples of designated funds. In 
addition to providing support in specific program 
areas, they may free funds that can go to the 
strengthening or initiation of teaching in other 
areas. 

Income for grant-supported research cannot be 
considered in this same light. The uses to which 
this income must be put are not under the complete 

' Expenditures are /or the academic year (1958 is the academic 
year 1957-58). These data were supplied by the schools to 
the American Medical Association in reply to a question 
designed by Mr. A. J. Carroll. The data presented here differ 
from those summarized in reference (4) principally because of 
an adjustment of $8.6 million in the data for 1 school to exclude 
the cost of hospital operation, 


control of the medical school, except that th< 
school must use its authority to ensure that sucl 
uses are confined to the purposes for which chc; 
are designated. Research is important to th 
quality of a school's basic operations, but Othc 
aspects of basic operations are equally important 
A proper balance is essential. 

Medical schools vary so in their teaching, patici; 
care, and research responsibilities that the simp! 
inspection of total support does not permit rel iab. 
comparisons among individual schools. The pu 
poses of this report will best be served, therefore 
by separate consideration of basic operations fin; 
grant-supported research. 2 

Chart 15 shows the estimated 1958 expenditure 
of each of the 78 4-year medical schools whicl 
were in complete operation, ranked on the lefi 
according to their incomes for basic operations; 
On the right is shown the amount received jfo< 
grant-supported research. Total expend i t u res 
range from just under $900,000 to almost $9 miJM 
lion, with a median of $3 million. For basic! 
operations the range is from $750,000 to just under! 
$5 million, with a median of $1.9 million. For 
grant-supported research the range is from $83,000 
to $4.6 million with a median of $762,000. Chart 
16 shows similar data for public and private schools 
separately. 

J Under a grant from the W. K. Kellogg Foundation, the 
Association of American Medical Colleges is conducting a 
comprehensive study of the costs of medical education, la 
spite of the diversity that exists among schools, this study f$ 
expected to clarify and compare the manner and extent to which 
their research, medical care, and educational progratnj are 
interrelated. 
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Chart 1 5. Sources of financial support 
for each of 78 4-year medical schools: 1958 
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Millions o! dollars 


Grant-supported research 









SUPPORT FOR BASIC OPERATIONS 


The estimated $176 million spent in 195s for 
the basic operations of medical schools is more 
than three times the amount spent in 1948 ($53 
million) and six times the $28 million spent in 
1941 (table 12). Even when the expenditures for 
the earlier years are calculated in terms of 1958 
dollars, the current expenses are almost triple 
those for 1948. 

Basic operating expenses of the 45 private schools 
totalled some $93 million in 1958, and of the 40 
public schools $83 million. State and local appro- 
priations met 70 percent of the operating expenses 
of the public schools, while tuition and fees, gifts 
ind grants, and Federal training funds each pro- 
vided less than 10 percent, For the private schools 


endowment income, tuition and fees, and reimburse- 
ment for patient care were the principal sources of 
operating income together they met over half of 
the basic budget (table 13). 

State and Local Govern- 
mental Support 

In 1958 State and local governments contributed 
an estimated $68 million 3 to the support of med- 
ical school operations either directly or through 
t he parent universities. In 1948 this support 

3 Excluding tuition charges flowing directly to general funds. 


rable 12. Basic operating expenses (excluding grant-supported research) of all medical schools in the 

United States: 1941-58 


Source of support 

1941 

(millions) 

1948 

(millions) 

Estimated 
1958 (millions) 

'urrent dollars; 

Total 

$"27.8 

$53.5 

$176.3 

•fate and local government support 

5.2 

10.1 

9.0 

18.0 

11.7 

12.1 

1.9 

7.0 

< 2 ) 

2.8 

67,5 

32.7 

22.8 

14.0 

13.1 
18.8 

7.4 

Nongovernmental gifts and grants, endowment 

uition and fees 

ederal training grants 

general university funds 1 

2.0 

( 2 ) 

1.5 ; 

t 

ieimbursement for patient care 

\ll other 

958 dollars; 

Total 

54.6 

64.2 

176.3 

fate and local government support 

10.2 

19.9 

17.6 

21,6 

14.0 

14.5 

2.3 

8.4 

< 2 ) 

3.4 

67.5 

32.7 

22.8 

14.0 

13.1 
18,8 

7.4 

■Jongovernmental gifts and grants, endowment 

uition and fees 

ederal training grants 

Beneral university funds ' 

3.9 

( 2 ) 

3.0 

leimbursemenl for patient care 

Ml other 



! NoUhot separately!" ^ publ,C Scho °' S ,heS * Fondj Qfe included wi,h S,Q “ a " d local sovernmenl support. 
Sources Computed from reference (3) and unpublished data from sfudy summarized in reference (4). 



Table 13. Basic operating expenses (excluding grant-supported research) of 85 medical schools In the 

United States, by control of school: 1958 



AMOUNT (MILLIONS) 

PERCENT DISTRIBUTION 

Source of funds ' 

Private 

schools 

Public 

schools 

Private 

schools 

Public 

schools 

Total 

$92.8 

$83.5 

100 

100 


State and local government (f, g. pt. h, pt. n). . 
Tuition and fees (j) 

9.0 

15.7 

16.6 

10.2 

7.8 

13.1 

58.5 

10 

1 7 

70 

0 

Endowment (i) 



1 

6 

Nongovernmental gifts and grants (d, e) 

Federal training grants (c) 

5.0 

11 

8 

14 

17 

Oeneral university funds (pt. h, pt. n) 

(■) 

3.1 


Reimbursement for patient care (1, m) 

15.7 

4.7 

4 

3 

All other (U, o). . 


2. / 

5 


’ The letters refer to items in table 1 5 of reference (4). 

General university funds for the public schools have been included in Slate and local governmental support. 
Source: Unpublished estimated data from study summarized in reference (4). 


amounted to about $18 million, and in 1941 to an 
estimated $5 million. The osteopathic colleges 
received $200,000 State and local governmental 
support in 1958. 

The increased State and local governmental sup- 
port has accompanied the expansion of 2-year pro- 
grams to 4-ycar programs at five public schools, 
expansion of enrollments, the taking over by State 
governments of two private schools in New York 
and one in Texas, the establishment of new public 
medical schools in California, Florida, Washing- 
ton, and Puerto Rico, and the increased support 
of a number of older public schools. There are 
now 40 publicly owned medical schools located 
m 33 States and Puerto Rico. A new school at 
the University of Kentucky will open in I960. 
Five States 4 each have two State-supported med- 
ical schools. The city of Cincinnati has a munic- 
ipally-supported medical school. 

Over the Nation as a whole, State and local 
governmental funds constituted about 38 percent 
of the estimated basic operating budgets of the 
medical schools in 1958. For some public schools 
these funds amounted to almost 90 percent of the 

vlgiZ' afC: California ’ Mifhi8an ' New York - T « as . and 
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basic operating budgets; in several, _ 
butions were less than 50 percent. Amount 
ranged from about $400,000 to more than $3 iniJ 
lion per school for the 4-year public mcclicst 
schools. In addition to the 40 public tried icai 
schools, II private schools received State funds, 
some in substantial amounts. 

State outlays for medical education are far froth 
uniform, and far from uniformly related to the 
fiscal capacity of the States. Eight States each 
contributed amounts ranging from $2 million to 
over $6.5 million while 13 States and the District 
of Columbia did not contribute at all toward the 
operation of medical schools within their bound- 
aries. 

Mississippi, the State with the lowest per capita 
fiscal capacity in the Nation, spent $1.2 million 
lor medical school operation. Pennsylvania, the 
only State which makes substantial contributions 
to private schools, contributed over $6 million in 
1958 to the operation of the six privately owned 
medical schools and the one osteopathic college in 
the State. 

The amount of State and local governmental sup- 
port of medical schools in 1958 in relation to total 
personal income in each State is shown in chart 17, 




The distribution of States by relative support was 
as follows : 


Estimated State and local 
governmental support 
per $1,000 personal income 


Number 
of States 


40 cents or more g 

25-39 cents ^ 

Under 25 cents 20 

None g 

Source: Computed from unpublished data summarized in 
reference (4) and from reference (5). See also p. 73. 


Some of the funds contributed to medical schools 
by State governments are channeled through re- 
gional education programs. States participating 


in the programs of the Southern Regional Educa- 
tion Board and the Western Interstate Commission 
for Higher Education make contracts calling for 
payments to schools elsewhere within the region 
of $2,000 a year for each of a specified number of 
students. The students in turn are not charged 
the additional fees which normally are paid by 
nonresidents. Under the medical plan of the New 
England Board of Higher Education, each New 
England medical school receives $2,500 per year 
for each student it enrolls from a New England 
State in excess of the number enrolled from that 
State in 1956. 

In the academic year 1958-59, the three regional 
education programs, which now involve 35 States, 
aided over 300 medical students, with payments 
totaling more than $600,000. The contribution of 
these programs is indicated on the following page. 


Chart 17. State and local governmental support 
of medical education per $1,000 personal income: 1958 




Num- 

Contract 


Program 

ber of 

payment 

Total 


stu- 

dents 

per 

student 

payments 

Southern Regional Ed- 

ucafion Board 

Weslern Inlersfafe 

188 

$2,000 

$377,000 

Commission for 

Higher Education. 
New England Board 
of Higher Educa- 

94 

2,000 

188,000 

Mon 

46 

2,500 

75,025 

Source: References (4), 

(7), and 

(8). 



Gifts, Grants, and 
Endowment Income 

Medical school support from endowment income 
and nongovernmental gifts and grants has been 
increasing. For all medical schools combined 
such income has tripled since 1941 : 


Gift*, grants, and 
endowment 


Total 


Thousands 0 / dollars 


Estimated 

1958 


1941 1948 

$10,137 $11,651 $32,655 


Nongovernmental 

gifts and grants .... 4,1 32 4,979 1 5,1 50 

Endowment...-. 6,005 6,672 17,505 

Source: Reference (3) and unpublished data summarized 
in reference (4). 

Increases in security prices, enlarged corporate 
earnings, and the marked rise in the interest rate 
have contributed to higher dollar income from 
endowments in recent years. Individual gifts for 
current support have also increased substantially. 

The growth in endowment income; however, 
has not kept pace with the costs of education. In 
1948 endowment income accounted for about 13 
percent of the basic operating budgets of the 
medical schools, while in 1958 support from this 
source was only 10 percent. 

The lack of uniformity in patterns of medical 
school support is illustrated by the uneven distri- 
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bution of endowments, gifts and grants among 
schools. Thirteen 4-year medical schools received 
about one-half of the total endowment income and 
nongovernmental gifts and grants used for basic 
operations in 1958. The five schools with over $1 
million apiece accounted for over a third of the 
endowment income of all medical schools in the 
Nation. 

A number of private organizations arc working 
to improve the financial status of medical schools. 
The American Medical Education Foundation was 
established in 1951 as an instrument for physician 
and medical society support of the Nation's medical 
schools. Since its founding, $7.9 million has been 
contributed to the medical schools through the 
Foundation. About $1 million was distributed to 
medical schools from 1957 collections . Physicians 
contributed an additional $3 million directly to 
medical schools during the year 1957, making a 
total that year of $4 million in donations from 
physicians to medical schools ( 9 ). 

The National Fund for Medical Education, also 
established in 1951, is sponsored by leaders in 
public affairs, business, industry, agriculture, labor, 
and higher education and by the American Medical 
Association and the Association of American Med- 
ical Colleges. The Fund concentrates on securing 
contributions from corporations and organized 
groups rather than from individuals. Awards of 
the National Fund for Medical Education are made 
to strengthen medical education. Grants for 1958 
totaled $3.1 million and were made on the follow- 
ing basis: A uniform sum of $15,000 to each 4-year 
medical school, plus $65 per undergraduate student; 
2-year schools received $7,500 each plus $65 per 
student. Special grants amounting to about ■ 
$100,000 were made to 14 schools to help educators 
find ways to cope with teaching problems growing 
out of the rapid advancement of the medical 
sciences (10). 

The support given to medical schools through 
these two groups and by individual physicians 
totalled about $7.2 million in 1957-58. Most of 
this support was in the form of unrestricted grants. 
The schools find this unrestricted support espe- 
cially helpful since it allows flexibility in program 
planning and operation. 

The Osteopathic Progress Fund, established in 
1943 as a cooperative fund-raising program of the 



American Association of Osteopathic Colleges and 
the American Osteopathic Association, has raised 
in excess of $6 million for budgetary support of 
osteopathic education. This Fund, is currently 
producing well over $700,000 per year of un- 
restricted. financial aid for the six colleges (21). 

Industries have donated funds for basic medical 
school support in addition to sums given for 
research. For example, the pharmaceutical manu- 
facturers contributed about $2 million in 1958 to 
such organizations as the National Fund for Medi- 
cal Education and the American Foundation for 
Pharmaceutical Education (12). Insurance and 
other industries have also given substantial sup- 
port. 

Foundations have contributed substantially to 
medical education. Among the larger contribu- 
tors are the Rockefeller Foundation, the Josiah 
Macy, Jr. Foundation, the John and Mary R. 
Markle Foundation, and the W. K. Kellogg Foun- 
dation. Recent grants by two other foundations 
are of such magnitude that they are of special 
interest. 

The Ford Foundation, in 1955, appropriated $90 
million for endowment grants to privately sup- 
ported medical schools to help strengthen their 
instruction. In 1956, $500,000 was awarded to 
each of the 43 private 4-year medical schools and 
$250,000 to the 2-year medical school at Dart- 
mouth. These grants totaled approximately $22 
million. In 1957 the remainder of the $90 million 
was awarded. In making these additional grants, 
the advisory committee considered certain quality 
factors and the committee’s judgment with respect 
to these factors determined the recipient and the 
amount of the grants. Grants to individual medi- 
cal schools for the 2-year period ranged from 
$600,000 to $3.6 million. 

The terms of the grants provide that the principal 
is to be held as investment endowment for a period 
of 10 years, the income to be available for current 
instructional uses. The money may not be used 
for physical facilities or research. After the 
initial 10-year period, both principal and interest 
may be freely expended for purposes of medical 
education. It has been estimated that privately 
supported medical schools will together receive 
additional annual income of $3-5 million to $4.0 
million from these grants. In addition, the Ford 


Foundation granted $10 million to match contri- 
butions collected by the National Fund for Medical 
Education over a 5 to 10 year period (13). 

The Commonwealth Fund, which recently con- 
centrated its activities in the field of medical edu- 
cation, appropriated $12.6 million in unrestricted 
grants to 19 universities in 1956 to assist them in 
improving their programs of medical education 

GO- 

While efforts to enlarge endowment income and 
current gift funds are heartening, the amount 
made available to the medical schools in this way 
falls far short of that required to meet the in- 
creased costs of expanded enrollments and the 
faculty salaries needed for a high quality of medical 
education. 

Tuition and Fees 

Tuition and fees make up an important source 
of income in some medical schools, but overall 
they cover a declining proportion of operating 
expenses. For medical schools as a whole, tuition 
and fees in 1941 accounted for 32 percent of basic 
operating budgets; in 1948 for 23 percent; the per- 
centage has now chopped to 13 percent. 

Although total income from tuition and fees 
has declined in proportion to other sources of 
medical school income, the actual amounts in 


total and 

per medical 

student have increased 

sharply: 

Total 

Income from 
tuition and fees 


Year 



(million) 

per student 

1941 


$9.0 

$424 

1948 


12.1 

547 

1958 est.. 


22.8 

773 


Source: Reference (3) and unpublished data summarized 
in reference (4). 


In 1958 income from tuition and fees in the 
osteopathic colleges amounted to $1.4 million or 
21 percent of the amount spent for basic operations. 

The importance of student charges as a source of 
funds differs considerably from school to school. 
In 1958, for example, there were still seven schools 
where such charges accounted for one-third or 
more of income for basic operations. In 10 schools 
they covered less than 5 percent of the basic oper- 



ating budgets. In spite of the fact that student Nonpay patients, therefore, no longer suffice tc 
charges are higher in medical schools than in provide the necessary teaching material in man) 
other professional schools, the proportion of schools, and increasing use is made of private 


operating expenses financed by this source is less 
in the medical schools than in other parts of the 
university. 

Reimbursement for 
Patient Care 

Increasing amounts have recently been paid for 
the services of the medical school faculties for the 
part they play in the support of patient care. While 
Deitrick and Berson in their survey of 1953 (15) 
called attention to this source of income, the 
Carroll material summarized in (#) is the first to 
record it as a source of medical school income. 
The potential here is probably very great, partic- 
ularly since third-party payment and other forms 
of medical care insurance are growing so rapidly 
in dollar volume. Since few schools have been 
in a position to study this aspect of their opera- 
tions, it is possible that the actual dollar value of 
services which medical school faculties render to 
patients is far in excess of that reported. 

Probably one of the most difficult problems of 
medical school financing is that related to the costs 
of medical care for the patients seen by medical 
students, interns, and the resident staff. 

Historically, medical school teaching has been 
related to the care of charity patients. For these 
patients, the medical care was provided without 
cost to the patient by the teaching staff, the 
hospital house staff, and the students, while the 
hospital costs were borne by the hospital, with 
or without charity or public assistance. It has 
not been and still is not uncommon for universities 
and medical schools to subsidize teaching hospitals 
and clinics. 

Today there are relatively fewer patients for 
whose costs the hospital receives no reimbursement. 
There are more public assistance recipients for 
whom welfare departments pay fixed amounts. 
Many low-income patients now have insurance for 
lospital costs and increasingly have insurance 
average for professional services, and thus enter 
lospitals as private rather than ward patients. 
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patients for teaching purposes. This is true par 
ticularly in programs for the training of post 
graduate medical students.. In view of thh 
situation, what are the credits and debits of thi 
costs of clinical service for medical education? 

There can be no doubt that the community bene 
fits materially from the availability of the tried ica 
services related to medical school teaching and cha 
much of this service is given to the community at ; 
price which is less than its cost to the school 
The financing of medical education would be con 
siderably improved if the communities whicl 
receive this service were to provide more complete]; 
for its costs, both hospital and professional. 

The growth of hospital and medical care insut 
ance and prepayment for medical care has raise 
basic questions in the matter of the interrelate 
financing of hospital services and medical educs 
tion. 

Carroll, in a report to the State University c 
New York (Itf), said, “While medical collcg 
administrators think of medical care as a by 
product of medical education, hospital adminis 
trators look at medical education as a by-produc 
of medical care. The college will justify medial 
care expenditures as vital to its medical education 
programs; the teaching hospital will justify cdu- 
cational expenditures as essential to its medical 
care function. If guide lines for fair and proper 
allocations of costs between medical colleges and 
teaching hospitals are to be drawn up, a long, 
clear, and honest look at che problem is necessary." 

Is a share of this money properly due to the resi- 
dent physician who provides much of the direct 
care of the ward teaching patient? Should the 
medical school underwrite medical care costs? Can 
the fuller use of prepaymen c for professional fees for 
the patients of teaching hospitals aid materially in 
meeting the financial problems of medical schools? 

The Consultant Group believes that answers to 
these questions must be found in the near future 
it medical education and the medical care aspects 
of that education are to find the proper balance 
that will benefit both the school and the medical 
care facility. 



Federal Teaching and 
Training Grants 

While no Federal program is designed specifi- 
cally to aid the basic operation of medical schools, 
a number of Federal training grant programs 
directly or indirectly provide some support to 
basic operations. 

In 1958 the medical schools received an esti- 
mated $14 million in grants for training from all 
Federal sources, This accounted for almost 8 
percent of total basic operating income. In 1948 
less than $2 million came from this source. The 
six osteopathic colleges received $400,000 in 
Federal training grants in 1958. 

The Public Health Service makes training grants 
through several channels. Undergraduate training 
grants are awarded by the National Cancer Insti- 
tute, the National Heart Institute, and the National 
Institute of Mental Health. The maximum grant 
to a 4-year medical school under each of these 
programs is $25,000 per year. Nearly every med- 
ical school in the Nation receives these grants. 
The Public Health Service also finances an experi- 
mental program for training undergraduate medical 
students in research methodology; grants are made 
under this program to universities seeking to 


improve methods for training medical students for 
research careers. In addition, graduate training 
grants may be made by the various Institutes. 
These grants have no statutory maximum and may 
include funds for major equipment. 

A study of 20 medical schools made recently by 
the National Institutes of Health showed that in 
those schools, 94 percent of all Federal training 
grants were from the Public Health Service (J7), 
Other Federal agencies which make similar grants 
are the Department of Defense, the Atomic Energy 
Commission, and the Veterans Administration 


General University Funds 

Support from general university funds is of 
particular significance to the privately supported 
schools of medicine. The Reed Committee reported 
that in 1941 about $2 million of the private schools’ 
income came from general university sources; in 
1948, about $7 million (3)- In 1958 about $13 
million came from this source (•/). This use of 
general university funds may leave inadequate 
funds for the support of other university responsi- 
bilities. On the other hand, the effort of the 
medical school administration to raise funds on its 
own may clash with the efforts of the university. 


GRANT-SUPPORTED RESEARCH 


rapid growth of grant-supported research 
has had wide effects on the organization and 
structure of medical education. 

In 1958 the medical schools spent an estimated 
$88 million for research financed by both Federal 
funds and non-Fcderal research grants ($56 million 
of it Federal funds) and the osteopathic colleges 
received over $200,000. The National Institutes 
qf Health 20-school study showed that in those 
schools 80 percent of Federal research grant support 
was from the Public Health Service (17). 

Funds for grant-supported research on the aver- 
age amount to about 50 cents for each $1 of basic 
Operating funds. The growth of grant-supported 


research is suggested by comparison with fur ' 
this purpose in earlier years. In 1941, •«<« •* 
and in 1948, $17 million (equivalent tt 
each $1 of basic operating funds), wer 
research : 


The wide variation among medical schools in 
the amount of money spent on grant-supported 
research is shown below: 


Estimated expenditures Number of 

for grant-supported medical 

research, 1958 schools 

Total 85 

Less than $500,000 34 

$500,000-$999,999 21 

$1,000,000-51,999,999 18 

$2,000,000 or more 12 


Source: Unpublished data summarized in reference (4). 


negotiated with the Department of Defense by 
these schools in accordance with the Armed Serv- 
ices Procurement Regulations. . . . Expressed as 
percent of direct cost, indirect costs varied between 
12 percent and 31 percent with an average of 23 
percent.” 

Data are not available on the total amount paid 
by various Federal and non-Federal agencies to 
the medical schools for indirect costs of research 
and training grants. However, in 1958 the 43 
medical schools that reported indirect costs as a 
separate item showed a total of $58.3 million in 
Federal and nongovernmental gifts and grants foi 


The large scale grant-supported research activi- 
ties of medical schools result in a diversion of 
funds from basic operations. Most grants, includ- 
ing those made by the Public Health Service, do 
not provide payments sufficient to meet the full 
indirect costs of research. As long as grant-sup- 
ported research activities remained relatively small 
the schools were able to make up the difference 
out of general operating funds without too much 
difficulty. As the grant-supported research budg- 
ets have come to equal or in some cases exceed 
the budgets for all other activities, the medical 
schools have found it harder and harder to meet 
this problem. The 20 medical schools recently 
surveyed by the National Institutes of Health were 
in unanimous agreement that present allowances 
of the Public Health Service (a maximum of 15 
percent) do not meet full indirect costs (IS). ”In 
schools with small research programs the reported 
indirect costs tend to be low. . . . As the research 
program grows and the cost accounting becomes 
more accurate, the identifiable indirect costs in- 
crease. The extent of variation between schools 
is large. Some indication of the variation can be 
inferred by a study of the indirect cost allowances 


researen ana training plus an additional .>4.0 mil' 
lion for indirect costs. This is 8 percent of tin 
total gifts and grants. This amount falls far shor 
of the average 23 percent mentioned above. If al 
agencies supporting research were to provide fo 
the full cost thereof, the problems of mcdicfl 
schools in providing for basic operations woult 
be materially lessened, 

To meet the need of medical schools for flub 
research funds with which to improve and stabile 
rapidly growing research programs, it has bcei 
proposed that the Public Health Service establis! 
a new program of institutional grants foi 
research. In 1958, the Secretary’s Consultants or 
Medical Research and Education (the Bayne-Joncj 
group) said that it would be in the national interest 
to provide ‘‘base grants for research and training, 
distributed on the basis of professional judgments 
of the unique capacities and needs of each institu- 
tion, and not made to finance specific projects or 
programs ...” Qp). More recently this pro- 
posal was endorsed by a National Institutes of 
Health Staff Committee on Support for Research 
and Training, which made the detailed study of 
the impact of research growth at 20 medical 
schools (18). 


MEDICAL SCHOOL CONSTRUCTION 


school have been discussed. The medical school dents The problem of fi" 8 ?“T ^ 

needs classrooms and laboratories, clinical Caching of rhe chief Long discussed’ in 



the present section under three headings: teaching 
hospital, research facilities, and teaching facilities. 
This is done with full awareness that it is impos- 
sible to draw a clear line between plant used for 
research and that used for teaching, or between 
either one of these types of facility and clinical 
teaching space. 

Teaching Hospitals 

Funds for teaching hospitals have been drawn 
from a variety of sources, including private donors, 
State and local governments, and the Federal Gov- 
ernment. 

Private funds have been made available not only 
for the teaching hospitals of private medical schools 
but also, on occasion, for public schools. The 
University General Hospital at the State University 
of Iowa College of Medicine, for example, was 
constructed with Rockefeller Foundation funds 
matched by the State. 

Since World War II the States have contributed 
importantly to teaching hospitals for new medical 
schools and also to the expansion and improve- 
ment of existing facilities. Among the new uni- 
versity hospitals built arc those of the University of 
California at Los Angeles and at San Francisco, 
the University of Arkansas, the University of 


Mississippi, the University of Florida, and Ohio 
State University. 

The clinical facilities used by many medical 
schools are in public hospitals constructed by 
cities and counties. Among the new private 
schools, for example, Scton Hall uses the city- 
owned Jersey City Medical Center as its chief 
clinical teaching facility. City or county hospi- 
tals also are used by the Albert Einstein College of 
Medicine and the University of Miami. 

The Federal Government has assisted in the 
construction of teaching hospitals through the 
Hospital and Medical Facilities Survey and Con- 
struction (Hill-Burton) Program. Since 1948 this 
program has contributed over $100 million, or 
almost one-fifth of total project costs, for the con- 
struction of hospitals owned by or affiliated with 
medical schools (appendix table 11). 

The costs of building teaching hospitals vary 
widely. Recent levels are in the range of $14,000 
to $30,000 a bed, or from $5 million to $14 million 
for a 300- to 500-bed hospital (table 14). 

Research Facilities 

Private, State and local governmental, and 
Federal funds likewise have been used for the con- 
struction of medical school research facilities. 


Table 14. Construction of teaching hospitals at selected medical schools 


i Cost of hospilal and school together $21 million. 

* Cost of hospital and school together $22 million. 

* Under construction. 


School 

Year com- 
pleted 

Number of beds 

Cost in 
millions 

Cost per bed 


1956 

1955 

450 

$9.3 

$20,600 


320 

(') 



1955 

485 

10.3 

21 ,200 


1958 

400 

10.2 

25,500 


1955 

350 

5.0 

14,300 


1956 

441 

8.8 

20,000 


1955 

272 

6.3 

23,200 

28,300 


1955 

382 

10.8 


( 3 ) 

437 

( 8 ) 




471 

14.2 

30,100 







* Under construction. . A . ■ 

Soccer Compiled by the Division ol Public Health Methods born various sources, principally, Journal American Med, col 
.tsociation and Journal Medical Education. 
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A few examples will illustrate the variety of the University of Kentucky SW, non , 

sources of funds for research facilities. A drug vcrsitv of Florid., ?, f 5 ^’ 00 ?, t0 the u » 

firm, the National Foundation, and the Rocke- University of Miami.' <>VU $ t0 ^ 

reJler Foundation furnished the equipment for n p .... . 

biochemistry and virus laboratory constructed bv Consmirrt c cn ‘ lctmeut cIle Research Facilitic 
the State on the Berkeley campus ^ < 

of California. At Emory University a $2 million $20 million ^for tl ‘ ‘ c f? lilnt! > totaling almoi 

research center connected with the umve 'sky hear s -h - 7 "" ° f Mn “ » 
hospital was made possible by grants from private “ CwCml,X wblc «)• 

donors and from the National Cancer Institute 

£ Teaching FAcneraas 

medical research building and a new medical 


library, 

The Federal Research Facilities Construction 
Program has served as a catalyst to stimulate 
private and State and local contributions for 
research facilities construction. In the first 3 


years of the program, medical schools teaching k,«. » • ? 0t tcachin £ hicilitics-tlv 

hospitals, and other affiliated institutions ‘ ,..7 V s ? ssentlal “ boch » f these relate 


For funds to construct teaching Facilities 
medical schools must rely on private and State am 
local governmental resources. While substantia 
Federal aid is available for construction of hospital 
and research facilities, there is no such suppor 
for the construction of teaching faciiitics- 


grants totaling $86 -nilHon **£*10 years, medical school 

Matching on the average has considerably exceeded .^toT m ° rC ** ,nh con 

the $1 for $1 required by law, being closer to $3 of 
institutional funds to each ‘ 

Sizeable research facility 

search Facilities Construction j^roirram have cone «r * , nuuu 

to new medical schools in process of development deneS! Ac f“i 60818 hnvc varictI widely, 
About $242,000 went to Albert Einstein for research on H 1 S | °" ,7" “ S tl,C ty|W of consmic ' 

^ So? as irtss rrs 

Tg ble 15 ' Coil5| ruc tion of teaching iacillties at selected medical schools 


3- — W..O.UU rtLuy cxceeaea stmetion. 

JSc r s the cost ° f * - 

:ili«y grants unde. theR 1 , f 1 SC,C,, “ “77 !*•«. “elusive o 

ruction Program have gone $8 million' ‘TZli II™ I '" S aVe ,™, 8c<1 a . b °"' 


School 


Arkansas 


Albert Einsfein 
Florida 


Indiana 

Missouri 

Wayne _ 

West Virginia 


Year com- 
pleted 


1957 

1956 

1958 

1958 

1957 

1956 
1955 
1954 

1957 


1 Includes equipment, 
Source: Com 


Type of construction 


Education building, including schools 
of nursing and pharmacy, 
basic medical science building. . . 
Medical science building, includi 
. sc h°°l of nursing. 1 

Medico science building 

Medica science building ». . . 

Medical science building 

gasic science building 

gasic science building 

oasic science building ' 


ing 


Cost In 
millions 


$3,8 

11.0 

6.3 

7.5 

3.4 

14.0 
2,9 
4,3 i 

12.0 i 


Association and Touma^^ Hca,,h Metflods ff0r " various 


sources, principally, Journal American Medical 
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school building houses other activities, such as 
schools of dentistry and nursing (table 15). 

In the past 2 decades, changes in teaching pro- 
grams and the proliferation of research activities 
have brought a crisis of obsolescence and over- 


crowding in the physical facilities of existing 
medical schools, A recent survey showed a need 
lor $325 million for new construction and renova- 
tion of teaching facilities (not including research 
facilities and hospitals) (21), 


SUMMARY 


1 . Fifty years ago the typical medical school 
was a small proprietary school supported by 
student fees. When public attention was drawn 
to the gross inadequacies of medical education, 
very substantial financial support began to come 
from foundations and other private sources and 
from universities. Financial support from State 
and local governmental funds also grew markedly. 
In the current decade the most significant change 
has been the growth of Federal grants for research 
and graduate training. 

2, In 1958 the medical schools in the United 
States spent an estimated $264 million for basic 
operations and grant-supported research, in con- 
trast with $71 million in 1948. Thus in a single 
decade expenditures more than tripled. Schools of 
osteopathy spent a total of $7 million in 1958. 
The present range in medical school expenditures 
is from less than $1 million to almost $9 million. 

3, Expenses for basic operations alone totaled an 
estimated $176 million in ,1958, in contrast to $54 
million in 1948. Since 1948 the amount received 
from tuition and fees has about doubled; gifts, 
grants and endowment income, and State and local 
funds have practically tripled. Another source 
of medical school support is being reported for 
the first rime: the payment for services which the 
faculty is rendering to patients. The cost of these 
services, however, has not been entirely identified. 

4. Basic operating expenses of the 40 public 
schools totaled some $83 million in 1958, and of 
the 45 private schools $93 million. State and 
local appropriations met 70 percent of the operat- 
ing expenses of the public schools, while tuition 
and fees, gifts and grants, and Federal training 


funds each provided less than 10 percent. For 
the private schools endowment income, tuition 
and fees, and reimbursement for patient care were 
the principal sources of operating income. 

5. While efforts to enlarge endowment income 
and current gift funds are heartening, the amount 
made available to the medical schools in this way 
falls far short of that required to meet the increased 
costs of expanded enrollments and the faculty 
salaries needed for a high quality of education. 

6. The recent growth in grant-supported research 
has been an outstanding development. From $17 
million in 1948, the support of this activity had 
grown to $B8 million by 1958, an increase of over 
5-fold. Of this, $56 million was a Federal gov- 
ernment contribution. The median medical school 
expenditure for grant-supported research (from all 
sources) stands at $762,000. The range is from 
$83,000 to $4.6 million. Reimbursement to the 
schools for the indirect costs of this research falls 
far short of meeting such costs. The effect is that 
universities arc called on to support research at 
the cost of medical education. 

7. Medical school construction has three major 
components— -teaching facilities, the teaching hos- 
pital, and research facilities. Federal funds arc 
now available on a matching basis for research 
facility construction, and some Federal aid for 
hospital construction is available under the Hos- 
pital and Medical Facilities Survey and Construc- 
tion Program. However, the aid received by medi- 
cal school hospitals has amounted to only a small 
part of recent teaching hospital construction costs. 
No Federal support is available for the construction 
of teaching facilities— the essential base for each 
of the others. 
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Chapter V 

Planning the Expansion 
of Medical Education. 


To graduate 11,000 physicians a year by 1975 it 
wtll be necessary to have an increase of 3,600 oto 

DlannT m m " nb " ° f S fi,d ™tes. Expanding and 

number byTiss" 15 Pr ° VitlC S ° mc 300 of chis 
to provide he I , K 'r PI)r0i,ChcS m 

A further ” thC neCdC<1 additio "‘-E 

of new^4-yeaAschcK!l; C * enCeS, ^ ^ establishment 

Of these approaches, the fastest would seem to be 

the expansion of existing schools. Thia haTS 


howcvci '- i,oth »*«>■« <*< 

seive 1 1 1 C1 ' ""' Mtl0 " s 01 'he schools the, 

selves, and because of the lack, nr relative lack 

existing schools in a number rfgcogr^ic 
dp C establishment of a new program of baa 

process TnTlh' * " ' , ' J ' C,ir » ch °° l is « slow, 

^»js?jgSaS 


Expansion of Enrollment 
in Existing Schools 

students, The n t- ^ i ■ /5U or morc 

from 32 to 182 (appendijf table 8 ),* ^ 
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methods of expansion 


hnnW S<),nC SC * 100 ^ fllc now operating 
opcicssJy overcrowded, obsolete structures % 

quired for this expansion of 1,060 students will cos 

approximately $325 million (O C ° S 

mmm 

1 ‘ c C( l l, cational programs of those of 



New Programs of the 
Basic Medical Sciences 

At the close of World War II there were eight 
schools which offered only the first 2 years of 
medical education. Upon completion of these pro- 
grams the graduates transferred to other schools 
for the clinical years. Today four of these schools 
have built clinical facilities and expanded their 
programs to cover the full 4-year program, and a 
fifth is in the process of so doing. With the 
decline in the number of basic science schools and 
the normal attrition in the first 2 years of the 
4-year schools, today's 4-year schools find that 
they have an estimated 700 to 800 vacancies in 
the third year, Thus the graduates of eight or 
more new schools of the basic sciences cotld be 
placed in the clinical programs of existing 4-year 
schools, ° J 

Tlie Association of American Medical Colleges 
and the Council on Medical Education and Hos- 
pitals of the American Medical Association are en- 
couraging universities to establish such programs. 
Such a development might provide up to 800 first- 
year places. 

For the institution that is considering the desir- 
ability and feasibility of adding medical educa- 
tion, beginning with the development of a basic 
medical science program may offer a number of 
advantages. Among them: 


for a State to increase the educational 
opportunity for i ts citizens. 

O) The present number of openings in 
the cl, meal years of 4-year schools assures 
the placement of qualified upper-class 
students from additional 2-year schools, 
particularly if institutional planning to 
this end is undertaken. 

© Once a 2-year program is well-estab- 
lished, tt is possible to add the clinical 
program when needed. This has been the 
case with six schools in the past 20 years. 

Much of the current experimentation with cu 
■ culum and KiKhmg is directed towards the inf 
Station of the teaching of the classic basic medic- 
sciences and the clinical subjects. Bringing i„ 
the 2 year curriculum the necessary aLms c 
climca medtenc is a real problem. The sepamio 
of the first and second halves of the medical cours 
ptesems difficulties, but it should be possible t, 

r c w°h h tr i i(ri r ltics witi1 ^ A 

a let with the development of cooperative nro 
gums with 4-ycar schools. ^ 



LOCATION OF NEW MEDICAL SCHOOLS 


A number of factors must be taken into account 
in determining the areas in which new medical 
schools might best be established, Important 
among them are: (1) an area's need for schools 
as measured by the need for practicing physicians 
and the lack of educational opportunity for young 
people; (2) an area's ability to support schools 
as measured by its fiscal capacity, its present sup- 
port of medical education, and the availability of 
potential university bases for medical education. 
State-by-Statc analysis of most of these factors 
appears in appendix C. 

This analysis suggests that seven States 2 might 
be warranted in establishing new medical schools 
both on the basis of need for a more equitable 
opportunity for medical education of their voung 
people and also because their output of physicians 
is not adequate to assure them as much as an 
average supply of physicians, 

Another nine States 3 with small populations 
might meet similar situations by the development 
o regional schools, since singly they might have 
difficulty in providing adequate financing, in secur- 
ing an adequate number of students, or in securing 
adequate clinical facilities. In four other States* 

In! I ? r °M W ? nCd f ° r atlditional sc bools 
on he basis of lack of opportunity, although each 

ph/JcL S h " S "" * b0 " svcra 8 c supply of 

A number of other States have need for more 
medical educational opportunity, In these States 
owever, all or most of the need might be met by 
the expansion of existing schools. ^ 

The ability of the 20 States singly or in grom* 

» support additional medical schools can bf Jh 


cater by pointing out that in none of these States 
would the cost m public money for providing™ 
additional first-year places be as great i„ relfJon 
to total personal income as it now is in Arkansis 
and Vermont or as it will be in Kentucky, Missis 
sippi, and West Virginia in a few years 
A medical school, if it is to have a strong cduca- 
tional base, must be related to a university which 
icseif has adequate financial support and graduate 
programs in other academic areas. Present medical 
schools, with few exceptions, arc affiliated with 
such universities. 

Each of the areas which shows need for a medical 
school docs have one or more universities without 
medica schools that meet these criteria. In some 
of the larger States, State universities which now 
have one or more medical schools offer the pi, ten- 

T or the ““blishment of additional schools at 
tnc location of university branches. 

While analysis of the national scene suggests 
areas which seem desirable locations for new 
schools, many factors enter into the decision as to 
location. These must be examined and weighed 
regionally or locally. Thus basic to the orderly 
deve opment 0 f At new lllc d ical aluclltion ca(Mci ' 

of the United States is a broad foundation of 
planning. The importance of such planning by 
the medical schools and universities, communities 
and States, regional groups, national organizations, 
and the National Government itself, can hardly 
be overemphasized. Without it the orderly dc- . 
vclopmcnt of the quality and quantity of medical 
education cannot be achieved. 


PLANNING 


Sound planning for medical'education cannot be 
Successfully accomplished without reference to 

wLtagt ' nJUnJ ' Ncw Texas, „„d 

California, Connecticut, Minnesota, and New York. 


needs and resources in medicine and in relate, 
fields of education. I t must take account of pro. 

spcctivc requirements for different types of health 
services. 

Machinery for planning medical education has 

taken manv (liYIV‘r,*nf r. i . - 

from 



the appointment of distinguished medical educators 
to review limited aspects of the educational pro- 
gram of an individual school to the establishment 
by interstate compact of a regional educational 
agency to give continuing review of all higher 
education needs in an area. 

Institutional Planning 

Appropriate coordination of medical education 
with education for related health professions and 
basic science specialties, and the balancing of 
medical school growth with the growth of other 
disciplines of the university will benefit all the 
students affected. 

Planning at the institutional level has varied 
from almost none to comprehensive studies relating 
the medical school program not only to the pro- 
grams of the parent university but also to the 
needs and resources of the community, the State, 
the region, the Nation, and even other parts of the 
world, An outstanding example of a compre- 
hensive study is the Medical Center Study made by 
the University of Florida prior to the establishment 
of its new medical school at Gainesville, a study 
made possible by a substantial grant from the Com- 
monwealth Fund (2). 

State and Regional 
Planning 

Public concern over medical service and educa- 
tional opportunity has led to legislative study and 
action for the creation of medical schools in several 
States. In addition, during the past decade, 
various States have joined together for the purpose 
of planning on a regional basis for higher educa- 
tion. In the field of medical education, the out- 
standing programs of regional cooperation have 
been those of the Southern Regional Educational 
Board, the Western Interstate Commission on 
Higher Education, and the New England Board of 
Higher Education. 

The administrative agencies of these compacts, 
which involve a total of 35 States, can undertake 
studies too broad in scope for any one institution 
or any one State, Because they mnst cousider 


manpower needs for each profession in terms of 
the larger framework of the total needs of a region, 
they have the opportunity of transcending the 
interests of any one professional group. 

These regional agencies have conducted broad 
studies of training and research needs at the regional 
level in medicine and other health professions. 
They have been able to recommend the establish- 
ment of needed schools and to suggest general 
geographic locations for such schools. 

Established by State action and operated with 
State funds, each agency is, in effect, an agency of 
each of the States party to the Compact under 
which it operates. At the same time represent- 
atives of the universities of the region play a major 
role in the determination of policy, Thus each 
agency represents both the interests of State gov- 
ernments and the interests of the universities. 

Each of the three regional agencies operates a 
contract program for the education of medical 
students. Such programs could be used: (1) as a 
device for the expansion of some medical schools, 
in each region through guarantees of income 
under student exchange contracts; and (2) as a 
means for relating new 2-year and 4-year schools. 

State and regional planning for medical educa- 
tion need not introduce rigid uniformity in pat- 
terns of teaching, in composition of faculty, in 
type of students, in administrative organizations, 
or in methods of financing. It can rather help 
reduce unnecessary overlapping of costly specialized 
staff or facilities and enable individual universities 
to make the best use of their resources. 

National Planning 

Planning for medical education at the national 
level has consisted primarily in the formulation of 
standards for medical teaching by appropriate 
voluntary associations. Leading examples of such 
standards are those published jointly by the 
Association of American Medical Colleges and the 
Council on Medical Education and Hospitals of 
the American Medical Association. Planning 
through the Federal Government has been limited 
to the setting of standards in fields of activity only 
indirectly related to medical education, such as 
construction of hospital and medical facilities. 
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'<* Ptcscnt number aftXZ'?'* 3 * 10 ™' 
planned programs will .v< -i ' i ' x P a,ulln fi and 
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to provideMfbala^r y 

existing schools, CX|Mnsion <)f enrollment in 

n.edSsd:s h :r of,,cw ~ 

CO Establishment of new 4-ycar schools. 

in “««■>« «hods 

Wlth soEstantiitl increases in enroll, na,r VCr ’ eVCn 
gntnis of basic • tni0J,1 »ent, new pro- 

schools will be needed SC ‘ CnCeS “ ml WW 4 ' ycar 


SUMMARY 


Emm the national viewpoint , 
factors must be taken ’ m,mbct 1 

the general areas i„ which n«T" U | ,‘ lctsrm ' ni » 
hcst l>e established. Imp ' Sell0ols 
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Chapter VI 

Summary and Recommendations 


A growing America will need more physicians. 
Over the next decade the population is expected 
Co increase by more than 3.5 million a year, with 
growth proportionately greater among old people 
and children who require more medical care. 
Utilization of services is increasing as incomes and 
educational levels rise, more people have health 
insurance, more hospital beds are available, and 
there is wider understanding of the value of 
medical care. Aside from the need of our people 
for personal medical services, a continuing and 
increasing supply of physicians must also be 
assured for research, teaching, industry, public 
health, and other essential functions. 

In 1959, there are in the United States approxi- 
mately 2-49,000 doctors of medicine and osteopathy 
with a gross ratio of 141 physicians per 100,000 
population. The ratio now is about the same as 
in 1940, with the highest ratios found in the 
Northeast and Pacific States and the lowest in the 
Southeast and Mountain States. To maintain the 
present ratio of physicians to population will 
require an increase in the graduates of schools of 
medicine and osteopathy from the present 7,400 


to about 11,000 by 1975- This means a needed 
additional production of 3,600 graduates annually. 

Of the 3,600 needed additional graduates, exist- 
ing and planned schools will provide 500 by 1965. 
With adequate financing and construction aid, 
present schools could add about 1,000 graduates. 
New 2-year programs could add up to 800 first- 
year places for students who could then go to 
existing clinical places in 4-year schools. The 
balance of 1,000-1,500 graduates would need to 
come from new 4-year schools. This increase is 
equivalent to the output of 20-24 new 2-year and 
4-year schools. 

An increase in graduates sufficient to maintain 
the present ratio of physicians to population is a 
minimum essential to protect the health of the 
people of the United States. The Consultant 
Group is convinced that the problem is of such 
magnitude and concern that immediate concerted 
action by the Nation as a whole is imperative. 
Delay will serve only to increase the seriousness 
of the situation. The Consultants recommend the 
following program and urge the Surgeon General 
to assist in its implementation in every appropriate 
way. 


SUPPORT OF STUDENTS 


The number of medical graduates in the United 
States cannot be increased successfully unless the 
number of well-qualified medical school applicants 
is increased. Although the number of young 
people applying to medical schools probably will 
rise over the next decade, competition with related 
fields of specialization has grown and can be 
expected to increase in the future. One of the 


principal obstacles to entering a medical career is 
the high cost to the student of the lengthy medical 
education. 

Clearly the costs of 4 years of college, 4 years 
of medical school, and 1 to 6 years of internship 
and residency or fellowship training will occasion 
a considerable financial burden for many individuals 
and families. It is particularly difficult for the 



student from a large family, „ r a family w i t |, a 
low income, to finance a medical education. Thus 
the opportunity for medical education is not equal 
foi many young people of real talent. 

Many medical students go into excessive debt 
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mission offer generous fellowships to „,,i 
students physical sciences, life lc £ 0 »* ta 
social sciences. Comparable assistance is „ ot 1 
able for medical students. The Federal Pn 

m . c ' U hns ** ,lluc 'h stake in promoting meV 
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Specifically thc Consultant Group 
Recommends: 1 

!• Aggressive action should be initiate 
by foundations, individuals, industry, ani 
umaiy agencies to obtain additions 
private support of medical student! iff 

srr ,<,w t c joans #nd 

unahl , P r rS ° ,,S W, ’° 0thcfw -'se would be 
unable to finance a medical education. 


2. States not already having such II 
grams should make educational loans am 
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3. The Federal Government should es- 
tablish educational grants-in-aid for medi- 
cal students on the basis of merit and need, 
similar in value and proportionate in num- 
ber to grants now made to graduate stu- 
dents in other fields of specialization. 
These educational grants should be avail- 
able to students so that they could attend 
a medical school any place in the United 
States. 


4. The Office of Education in adminis- 
tering its program of student loans under 
the National Defense Education Act 
should give special consideration to the 
needs of institutions having medical 
schools, in order that medical students 
may receive loans in proportion to their 
urgent needs for assistance. Medical 
schools should make special efforts to 
participate in this program. 


THE MEDICAL SCHOOL 


To meet the emerging need for an increased 
number of physicians, there must be enough 
schools of medicine to accommodate the needed 
number of qualified students. 

Efforts to increase the number of medical grad- 
uates must be accompanied by vigilance in safe- 
guarding and improving the quality of medical 
education. The recommendations of the Con- 
sultant Group are for the establishment of only 
well-based, well-supported institutions. The need 
is for schools that can give leadership and inspira- 
tion in facing the medical problems of the future. 

Since the early years of the century, medical 
schools in the United States have developed from 
institutions offering primarily classroom instruc- 
tion to complex centers of undergraduate and 
graduate education, research, and clinical service. 
At present the United States has 85 schools of 
medicine, 81 of them offering the full 4-year pro- 
gram and 4 of them only the first 2 years. In 
addition there are six colleges of osteopathy. 

Slightly more than half of the 85 medical schools 
and all of the colleges of osteopathy are privately 
controlled. Recent years have seen a more rapid 
increase in the number of public than of private 
schools. Nine States still have no medical school, 
and four other States are without a 4-year school. 
Enrollment in 4-year medical schools ranges from 
179 to 768 with an average of 370. 

From the viewpoint of society the responsibilities 
of the medical school can he expressed in broad 


terms: to provide the opportunity for a medical 
education to qualified young people, and to supply 
the physicians needed for medical services, teach- 
ing, and research. The medical school also pro- 
vides graduate education for interns and residents, 
and postgraduate education for physicians. In 
addition it may provide training for Ph.D. candi- 
dates and other professional students. Its hos- 
pital frequently serves as a medical referral center 
for a State or region. 

The 2-year programs of basic medical sciences 
can make an important contribution in increasing 
the opportunities for preclinical education and 
thereby allowing more efficient use of existing 
clinical training facilities for third- and fourth- 
year students. The school of basic medical sciences 
has a particular problem— that of organizing its 
program so as to coordinate its preclinical educa- 
tion with clinical training provided in another 
location. These organizational problems can and 
should be overcome. 

Medical schools have characteristics which 
differ according to the needs they must serve. 
However, there is a certain basic general pattern. 
The medical school should have : 

(1) A curriculum that incorporates new 
knowledge without being overcrowded or 
excessively long, 

(2) A faculty of adequate size, with a firm 
base of full-time faculty members, 
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(3) Well-equipped classroom and labora- 
tory facilities, with space for research, 

(4) An adequate library, 

(5) A strong university affiliation, 

(6) A student body of high calibei, 

(7) A teaching hospital closely associated 
with the medical school, and 

(8) Adequate continuing financial sup- 
port. 

With the increasing complexity of medical 
knowledge and indeed of all science, the problems 
of curriculum content and length of medical train- 
ing are of increasing importance, both from the 
viewpoint of the student and in terms of the cost 
of medical education. Critical and objective review 
of teaching methodology, curriculum construction, 
and class size to determine the most effective and 
economical means of obtaining high quality med- 
ical education is urgently and continuously needed. 

Medical education requires liberal ratios of 
faculty to students, with laboratory and small- 
group teaching stressed in preclinical subjects and 
with clinical clerkships and bedside teaching 
emphasized in the last 2 years. Increasingly, 
schools are finding that each department must have 
at least a core of full-time teachers, with volunteers 
used primarily to enrich and diversify the program. 

Facilities required by a medical school include 
classrooms and laboratories, a library, administra- 
tive offices, an auditorium, space for research, and 
adequate patients and clinical facilities. 

As the literature of medicine has grown in 
amount and complexity, the medical school library 
assumes an increasingly significant role in the 
educational and research programs of the school. 
The library must have comprehensive reference 
material and periodical files. 

To achieve its maximum potentialities a medical 
school should be an integral part of a university. 
The physical proximity of the university and the 
medical school is of increasing importance as med- 
icine is becoming more and more involved in re- 
search in the physical and social sciences. Advan- 
tages of such proximity have generated support 
for placing medical schools in the same community 
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as the university, if adequate clinical material cat 
be assured. 

Most of the public medical schools ancl some o 
the private schools give preference in admission t< 
students who live in the State in which the schoo 
is located. Such restrictions are imposed to assor 
opportunities for medical education to student; 
from a particular State or group of States. Tot 
rigid application of this policy may prevent th 
school from choosing the best qualified applicants 
or from selecting a student body with desirabl; 
diverse backgrounds and interests. 

Two-thirds of the public medical schools havi 
teaching hospitals owned either by the school 0 
by the parent university. Private schools male 
greater use of hospitals which, while close!) 
integrated or affiliated with the schools, are no 
owned by them. 

A number of schools are in a difficult financia 
plight. Today a school with an undergraduat< 
enrollment of 400, and with a minimum adequnn 
faculty, needs a basic operating budget of some $l.[ 
million if it is properly to meet its educational 
responsibility. 

To overcome the deficiencies in existing schools, 
as well as to assure the sound development of new 
schools, there must be broader public and profes- 
sional understanding of the requirements of a good 
medical school, in terms which can be converted 
readily into budgetary requirements. With this 
kind of information the governing bodies of medical 
schools will be in a much stronger position to 
bring their needs to the sympathetic attention of 
potential supporters. 


Specifically the Consultant Group 
Recommends: 

1. Public agencies as well as private- 
individuals and organizations interested 
in increasing the Nation’s supply of 
physicians should see that such increases 
are made in a manner which protects the 
quality of medical education. 



2. New medical schools should be estab- 
lished only with the type of faculty, 
facilities (including the teaching hospi- 
tals), financing, and university affiliation 
that will allow them to carry out a satis- 
factory educational program for a well- 
qualified student body. 

3. Schools providing education in the 
basic medical sciences should meet the 
same educational standards as 4-year med- 
ical schools, and give special attention 
to problems of coordinating the program 
for the first 2 years with subsequent 
clinical training opportunities. 


4. Greater attention must be given to 
the problems of existing schools whose 
educational plants or programs are now 
inadequately financed. 

5. Schools should consider the effect of 
unreasonably restrictive admission policies 
on the quality of their students and the 
need for a student body with diversified 
interests and background. 

6. There must be continuing appraisal 
of the length and content of the medical 
curriculum, including evaluation of ex- 
periments being made to shorten the 
period of training. 


FINANCING MEDICAL EDUCATION 


Recent years have seen marked growth in the 
responsibilities and the financial support and 
problems of medical, schools. In 1958 the medical 
schools in the United States spent an estimated 
total of $264 million, in contrast to $71 million 
in 1948 and $32 million in 1941. Of the 1958 
total, $176 million was for basic operations and 
$88 million for grant-supported research. Individ- 
ual school budgets ranged from just under $900,000 
to almost $9 million. 

In the early part of the present century, medical 
schools were financed primarily from tuition and 
fees. Public attention to the poor condition of 
medical education brought forth substantial sup- 
port from foundations and private philanthropists. 

In the 1940‘s the greatest change in the pattern 
of support was the increase in the contributions of 
State governments, both through increased support 
of existing schools and the establishment of new 
schools. In the current decade, the growth in 
research, with substantial Federal support, has 
been the outstanding feature in the financing of 
medical schools. What is the outlook for the 
financing of medical education in the fnt-nrr? Th/* 


costs of basic operations, research, and construe 
tion are considered separately. 

Basic Operating 
Expenditures 

In 1958 the medical schools in the United States 
had total basic operating expenditures of an esti- 
mated $176 million. Individual schools are operat- 
ing on budgets ranging from $750,000 to $5 million 
a year (exclusive of grant-supported research). Of 
the $176 million for basic operating expense, $93 
million represents the budgets of the 45 private 
schools, and $83 million that of the 40 public 
schools. State and local appropriations met 70 
percent of the operating expenses of the public 
schools, while tuition and fees, gifts and grants, 
and Federal training funds each provided less than 
10 percent. For the private schools, endowment 
income, tuition and fees, and reimbursement for 
patient care were the principal sources of operating 
income— together they met over half of the basic 

hiul 0i*r 



Grant-Supported Research 


The recent growth in grant-supported research 
has been an outstanding development. From less 
than $4 million in 1941, the support of this activity 
has grown to $88 million by 1958. Of this, $56 
million was the Federal Government contribution 
(primarily grants from the Public Health Service). 
There is a very wide range in the size of the grant- 
supported research programs of individual schools. 
The smallest program in 1958 was approximately 
$57,000, the largest $4.6 million. 

Most research grants do not provide a payment 
sufficient to meet the indirect costs of research. 
Many schools find the burden of such costs a 
strain on their already overtaxed basic operating 
funds. Payments for full indirect costs would go 
far toward eliminating (within the individual in- 
stitution) the inequities and pressures that have 
been created by the impact of the Federal research 
programs. 


Need for Better Support of 
Operations and Research 

The medical schools have a diversity of financial 
resources potentially available to them The 
raponubrltty .therefore, for the basic operations 

“inue h t , “ d,V,d . u " 1 . 5cho ° l optimally sho^d con- 
an .‘ cst w " h lts Vocational sponsors-public 
and private. Although some schools are now in a 
serious financial situation, the Consultant Group 
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that the medical school complements the 
academic responsibilities of the parent university 

3. Endowment . — While increases have been sub- 
stantial over the past decade they have not been 
sufficient to carry the previous share of the burden. 
Significant efforts .arc needed to increase endow- 
ment in order to provide stability in the medical 
school program. 

4. Tuition. — Tuition in medical schools is at 
such a level that it cannot be expected to become 
a larger proportion of the medical school income. 

5. Gifts and grants for basic operations, — Income 
from these sources should be increased signifi- 
cantly to preserve the proper balance between the 
various sources of medical school income. 

6. Reimbursement for the care of patients by faculty 
members.- The cost of care of indigents should not 
be charged to the medical school budget. Medical 
schools should be reimbursed for or relieved of the 

expense of professional services rendered by the 
faculty. 

7. Reimbursement for the costs of grant-supported n- 
search. The growing magnitude of sponsored re- 
search requires full reimbursement for indirect 
costs, to protect the basic operations of schools of 
medicine. 

8. FMGovtmmm .- The continuation of train- 

ing grants, the payment of full indirect costs fot 
research, and the development of Federal institu- 
tional research grants which would make possible 
greater stability and flexibility of research, would 
aeem to be the best contributions of the Federal 
Government at this time. 

Construction of Facilities 

expa r ndina y thI h N B . t “.“ 3t immidiarc obstacle to 
ityPn “xistinv S |, tl0 1 S med ' ca, Vocational capac- 
newschon "f r f° ol lf nd in thc development of 
physical facilities' p ™ b, ' n ’.o f financ * n g the needed 
by problem* V ddu,on » man y schools are 
wl : P b 0 attempting to carry out 



-aching activities in overcrowded and obsolescent 
ail dings, despite the considerable construction 
:ttvity which has taken place in recent years. 

program to meet the accumulated needs is 
‘gently required. 

basic sciences building is the first and cen- 
facility required by a medical school, This 
tiding may also house schools for other health 
ofessions, such as dentistry and nursing. The 
st of recently constructed new teaching facilities 
s averaged $8 million, varying with such fac- 
's as the scope of the program, the size of the 
ident body, and the part of the country in which 

- construction is undertaken. At the present 

no Federal funds are available for construction 
teaching facilities. 

Vfany of the new medical schools of the next 
:ade can be expected to require the construction 
teaching hospitals. Recently constructed teach- 
hospitals having from 300 to 500 beds have 
t between $5 and $14 million per hospital. 

- Federal Government has supported the con- 
lcticm of teaching hospitals under the Hospital 
1 IVfedical Facilities Survey and Construction 
: <Hill -Burton program). However, the pri- 
*y purpose of that legislation is to provide for 
pita Is in areas away from larger medical cen- 
» giving special consideration to hospitals serv- 

rural communities and areas with relatively 
.11 financial resources. 

.1 though there has been much construction of 
arch, facilities, aided considerably through the 
lical Research Facilities Construction Act, the 
l for additional medical school research facilities 
:inues at a high level. 

he Consultant Group is convinced that the Na- 
‘s physician supply will continue to lag behind 
needs created by increasing population unless 
Federal Government makes an emergency finan- 
contribution on a matching basis toward the 
true cion of medical school facilities. Only 
i such a Federal stimulus Will adequate funds 
me available for needed construction, 
ie Federal Government has rightly recognized 
Importance of construction of medical research 
hospital facilities, and has made substantial 
ribu cions to these areas. The teaching pro- 
,» which is basic to both, has been left out. 


To increase the supply of physicians and to safe- 
guard and protect the Nation’s investment in 
research and medical care facilities, Federal support 
should be given to the construction of medical 
school facilities. 


Specifically the Consultant Group 
Recommends: 

1. Basic operating expenses .— There should 
be more generous public and private sup- 
port for the basic operations of medical 
schools. This support must come from 
many sources-, including State and local 
appropriations, endowments, gifts and 
grants, universities, and reimbursement for 
patient care. 

2. Research . — Research grants to medi- 
cal schools should cover full indirect costs, 
so that medical schools are properly re- 
imbursed for the contribution of medical 
education to medical research. The Con- 
sultants strongly concur with the Secre- 
tary’s Consultants on Medical Research 
and Education (the Bayne-Jones group) in 
endorsing the need for institutional grants. 

3. Construction — The Federal Govern- 
ment over a period of the next 10 years 
should appropriate funds on a matching 
basis to meet construction needs for med- 
ical education, which include: expanding 
and improving existing schools, construc- 
tion of new schools of basic medical 
sciences, construction of new 4-year med- 
ical schools, and construction of the neces- 
sary teaching hospitals. 

Programs for the construction of teach- 
ing, research, and clinical facilities should 
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PLANNING 
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Thc necessary improvement and expmsio 
the Nation's medical education facilities wi! 
quire sound planning in relation to thc needs 
capacities of regions, States, localities, and ii 
£u cions. Much planning already is under ? 
Some medical schools are looking ahead co 
nrged ant) enriched programs. Some States h 
made careful and critical studies of thc need 
medical care and for medical educational opr 
tunny for their people. In three sections of 
conn tty, States have banded together in coopc 
ti vc programs for thc advancement of general a 
professional education. 

Tile Association of American Medical Colics 
and the Council on Medical Education and Ho 
P'tais of the American Medical Association u 

lTr mK “ mr em 'P t,1nt is "Ploring il 

establishment of a new school. Among®, 4 

materm s nyadable, the Association of Amcrlci 
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Specifically The Consultant Group 
Recommends: 
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consistent with the maintenance of good 
educational programs. 

2. States that are now without a plan- 
ning group on higher education should de- 
velop such a group, with planning for 
medical education as a function, or with 
separate subgroups for medical education. 
The planning group should include repre- 
sentation from existing public and private 
schools. It should explore the expan- 
sion of existing schools, the possible 
establishment of 2-year as well as of 4- 
year schools, and the development of 
agreements for placement of the third- 
and fourth-year students from 2-year 
programs. 

3. In carrying out the planning func- 


tion, States should be encouraged to de- 
velop interstate cooperation. For the 
smaller States, with limited clinical facili- 
ties and small tax bases, there are substan- 
tial advantages in developing regional 
rather than State medical schools. 

4. When Federal funds become available 
to aid medical education, a National Com- 
mittee should be established to advise the 
Surgeon General on the administration of 
such funds. The work of the group 
should be closely coordinated with that 
of the National Advisory Council on 
Health Research Facilities and the Federal 
Hospital Council which are concerned 
with administering Federal- grants for 
research facilities and hospital construc- 
tion. 


RELATED HEALTH PROFESSIONS 


The charge to this Consultant Group was to 
consider the needs in the field of medical education. 
It is necessary, however, to associate the problems 
of medicine with those of the related health 
professions. Physicians cannot carry their load of 
responsibility without competent and well-trained 
teammates and associates. 

There is increasing recognition of the inter- 
related responsibility of health workers with a 
variety of skills and educational preparations. 
One evidence of this is the development of uni- 
versity-based health centers with closely related 
schools of medicine, dentistry, nursing, and other 
health professions. 

The growth of the allied health professions has 
had profound effects on the patterns and availability 
of medical care. In 1900, for every physician in 
practice there was one other professional health 
practitioner; today, there are four such persons for 
every physician. 


There are shortages of trained people in prac- 
tically every one of the many professional and 
technical careers in the health field. Intensive re- 
cruitment of young people for these many essential 
health services, including medicine, is imperative. 
The work of the National Health Careers Commis- 
sion of the National Health Council and of State 
and local health careers committees should be 
encouraged and strengthened. Professional organ- 
izations shou ,J nmf ' nt efforts r- ■" 
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Specifically the Consultant Group 
Kecommends: 1 


1 . The Surgeon General should establish 

a consultant group or groups to study the 


Naclonal . State and local prof eilion . 
“J C1V ' C or *»“'»tion« should develo 

and C0, ; duct programs for J 

,ncnt 0{ candidates for J? 

-d for ail „th. careers in 



Appendix A 


Dentists for a Growing America 


Trends In Supply 

Increases in dentist supply have been lagging 
behind population growth for more than a quarter 
of a century. In 1930, when there were fewer than 
75,000 dentists, 1 the United States had 59 dentists 
for every 100,000 persons in the population. To- 
day, with nearly 100,000 dentists, there arc only 
56 per 100,000 persons. The number of dentists 
actively serving the civilian population has fallen 
from 58 to 46 per 100,000 persons over this period. 

The dental profession's own successful efforts to 
raise dental education standards during the 1920's 
reduced training capacity substantially as substand- 
ard schools were eliminated. With the depression 
and then World War II following close upon this 
action, little of the lost capacity was recovered. 
Since the war, however, the number of students in 
school has shown large and sustained increases and, 
with improved methods of student selection, sub- 
stantially more of those enrolled go on to graduate. 
The number of schools has risen from 39 at the end 
of the war to 47 today, and enrollments stand at 
twice their immediate post-war level. Yet dental 
schools are still not producing enough new dentists 
to pace population growth. Even with the ex- 
pansion now planned, they will not graduate a 
sufficient number to halt the downtrend in supply. 

At current projected levels of school output, the 
number of graduates will grow from about 3,100 
in 1958 to nearly 3,500 in 1964. Unless there are 
further increases, however, the total dentist sup- 
ply will reach only 118,000 in 1975. If the popu- 
lation grows at the rate projected, this number by 
1975 will be equivalent to only 50 dentists per 
100,000 persons. The ratio of active civilian den- 


tists to civilian population will also decline, to 43 
per 100,000 persons, 

Future Needs 

To meet only the needs associated with popula- 
tion growth will require a total of 134,000 dentists 
in 1975. Of this number, an estimated 8,500 will 
be needed for government service and another 4,000 
to meet what are probably the minimum require- 
ments for teaching and research. Staffing these 
activities and, more important, staffing them with 
first-rate personnel may prove extremely difficult. 
At the present time, dental schools almost uni- 
formly report pressing problems in faculty recruit- 
ment and retention. To a disturbingly large degree, 
faculty positions— and especially those at entry 
levels— are filled by practitioners who devote a 
few hours a week to part-time teaching. Strength- 
ening the dental faculty by building up a full 
complement of permanent full-time members, with 
adequate opportunities for research and experimen- 
tation, should, therefore, have high priority. The 
present shortage of research and teaching personnel 
impedes efforts to expand basic research and limits 
the activity of dental schools largely to that of 
training general practitioners. Even the training 
of practitioners may be hampered unless larger 
numbers of students can be channelled into teaching. 

After allowing for retirements, the number of 
dentists left for practice in 1975 will total only 
96,000. This is about 15,000 fewer than are ner u ^ 



dentists annually. This is about 2,700 more grad- SOURCES OF STUDENT 
uates than arc currently in prospect and will require p INANCJAL SUPPORT 


a 75 percent increase in training capacity. 


Most of the funds needed to finance a dental 
education came from sources within the student’s 
own family. The married student relied most 
heavily on his wife’s earnings and the single stu- 
dent on funds supplied by his parents. In neither 
case was the student himself able to meet much 
more than a quarter of his expenses from his own 
earnings and the savings accrued from vacation 
employment and other sources. 

For the student who received such aid, scholar- 
ships and loans which met roughly 15 percent of 
his total annual expenses may have provided the 
necessary margin of support for remaining in 
school. However, only 1 student in 12 had a 
scholarship and 1 in 25 a school loan. In the 
funds received from these two sources 


Applicants 

Although dentistry has enjoyed considerable 
popularity as a career choice in the post-war 
period, the number of applicants has dropped from 
slightly more than 2 for every available dental 
school space to slightly less than 2 today. With 
college enrollments climbing rapidly there is every 
likelihood that the current decline will be over- 
come and that future applications will steadily 
increase. Yet, like medicine, dentistry must in- 
creasingly compete with other disciplines for stu- 
dents who possess the necessary aptitudes and 

intelligence for pursuing a professional education, aggregate. „„„ WMtvv , 

Not only arc the costs of attending dental school me£ on ly 1.2 percent and 0.6 percent, respectively, 
high but the financial support available to assist °f £ ^ c average annual cost of attending dental 
the student is extremely limited. And, while the school. 

dental student need not look forward to years of Almost three-fifths of all dental students went 
internship and residency, he faces the necessity of int ° debt to attend dental school and many were 
making a very large investment in equipment deeply in debt by the time they were graduated. 

aw lot ,S fSt 10 practicc whcn his earnin gs Thc avera ge debt per student increased from $2,200 

t0 $4,250 between the end of thc student’s first 
year in school and his graduation. For nearly a 
third of those incurring debts the amount owed 

Coir of Dbntal Education 

„ Responsibilities and 

Potions ot Schools 


«<oidiog school dunng thc 1953-54 school year. 


Because the dental school has as its ultimate goal 
the protection and improvement of national oral 

»*«*■*■ P rofosional obligations arc 
ite to the training of undergraduate 


eZL S, . UaC "' llvi ”* fr om home 
spctjtuarlyi$I0,500 for hj« ^ycars of dent a l i 

the tmkl * WWic school. For students 7 if or undergraduate 

ZZ n~?dtta, r;; s C es 

h*l also edged *up C ° 5ts ^ T — mCth ° JS ° f ‘ rC1UmCr,t 
to $15,000. f A. muui 


irpnfinn 'r j , uv»uiicnt ana 

B W' n° S> lt musc also train “search 
Iglglgtrains many of the auxiliary per- 

dental ^ C ° incrcasc chc availabil- 

•ogTams o U mUSC C ° nduCt *"«*v*l 

grams of curriculum evaluation and revision 





so that the training it provides will reflect the 
latest advances in technology. 

On the postgraduate level, the dental school 
must offer refresher courses, special seminars, and 
regular postgraduate training to dentists already 
in practice, and it must provide graduate training 
to the future teacher and the specialist. It must 
also meet its responsibilities to the community 
through the operation of its own clinics or in those 
of the medical centers many schools and cities now 
operate as a method of meeting the total health 
needs of the individual citizen. 

Number and Location of 
Existing Schools 

The United States today has 47 dental schools 
located in 27 States and the Commonwealth of 


Puerto Rico. The number 

of schools 

and first- 

year places in relation to population by geographic 
division are shown below: 

Isf-year 

Division 

Number of 

places per 
100.000 


schools 

population 

New Ensland 

2 

1.2 

Middle Atlantic 

8 

2,2 

South Atlantic 

7 

2.0 

East South Central 

4 

2.1 

West South Central 

3 

1.5 

East North Central 

9 

2.3 

West North Central 

Mountain 

7 

3.0 

Pacific 

6 

2.4 


Financial Support 
for Basic Operations 

Largely because of expanding enrollments and 
.the increasingly broadened scope of dental school 
activities, dental school expenditures have more 
than doubled in less than a decade, rising to more 
than $38 million in 1959. As in medical schools, 
however, the per student cost of providing under- 
graduate instruction has advanced steadily while 
the share of that cost borne by the student has 


as steadily declined. But dental schools remain 
more dependent upon income from this source- 
now about $10.5 million— than medical schools. 
Student charges still cover more than a quarter 
of dental school operating expenses. Clinic in- 
come about $6.5 million — another traditional 
source of dental school funds, also continues to 
meet a significant, though steadily declining, share 
of dental school costs, accounting for a fifth (17 
percent) at the present time. Little private sup- 
port has come to the aid of the dental school. 
Gifts, grants, and direct income from endowments 
are negligible. In fact, medical schools receive 
$75 in endowment income for every $1 that 
dental schools get from this source. Nearly all 
the dental school budget which is not met by 
clinic income and student fees is financed by public 
appropriations and university transfers. 

Financial Support 
tor Construction 

From $5 to $10 million has been spent annually 
for dental school construction in recent years, in- 
cluding the amounts spent on improvement and 
expansion of existing schools. The total amount 
spent over the past 10 years has exceeded $60 
million. In all, nearly 1,100 freshman places have 
been added to the Nation’s dental school capacity 
since World War II, 750 of them in existing schools. 
All 14 of the public schools and 19 of the 25 pri- 
vate schools that were in existence at the start 
of the war have expanded their first-year classes, 
the majority by 25 percent or more. About 55 
percent of this expansion in existing schools oc- 
curred in public schools, nearly 30 percent of it 
in three public schools which more than doubled 
their enrollment during the postwar period. In 
addition, seven new dental schools have enrolled 
students, Four of these are public institutions 
constructed with public funds. 

Meeting Future Needs 

To arrest the decline in the national ratio 
dentists to population at its 1959 level will requ 


that dental school training capacity be increased 
sufficiently to produce 6,180 annual graduates by 
1975, or about 2,700 more than can now be 
expected. 

Expansion is especially needed in areas of the 
country where future population growth will out- 
pace projected gains in dentist supply. The divi- 
sions facing the largest deficits on this basis are 
the Middle Atlantic, East North Central, and 
Pacific. Dentist gains in New England and the 
West North Central divisions will also fall short 
of the number needed to maintain their current 
ratios. On the other hand, the South and the 
Mountain States are now gaining dentists at a 
rate which will permit some improvement in 
ratios. The South, however, is currently the 
least well-supplied of all regions; and the Moun- 
tain region, although once again gaining, had 
until recently lost ground steadily since its one 
school dosed 30 years ago. 

Population needs could probably be best served 


if the 2,700 additional graduates were distribute 
in this way: East North Central, 600; Pacific, 57 
South Atlantic, 365; Middle Atlantic, 350; \V« 
North Central, 350; West South Central, 20 
Mountain, 140; New England, 100; and East Sou* 
Central, 30. 

Despite the Jarge building program of the pas 
war years, many existing schools arc still hous< 
in overcrowded facilities while others are rapid, 
approaching obsolescence. For this reason, moi 
ernization of the existing school plant is of fir 
importance. The schools themselves expect l 
undertake nearly a $46.5 million modernizatio 
program within the next 5 years and currcr 
reports indicate that, with another $50 million i 
construction funds, they could expand enrollment 
sufficiently to provide 500 of the 2,700 graduate 
needed. This would leave 2,200 graduates to b 
accommodated in new schools. To build an 
equip 22 new schools accommodating 100 student 
in each class would cost approximately $132 in ill ion 


Appendix B 


Development of New Medical Schools 


PHASE 1. 

A. Determination of need 

B. Determination of resources 

C. Determination of location 

D. Minimum essentials necessary before 

the employment of a dean 

E. Other considerations 

PHASE 2. 

A. Employment of dean 

B<t Planning staff 

C. Building estimates 

D. Source of financing; capital funds and 

operating funds 

E, Administrative structure 

F, Other considerations 

Source: Prepared by an ad hoc committee 


PHASE 3. 

A. Faculty employment 

B. Curriculum plan; educational, service 

and research objectives 

C. Library development 

D. Approval of final plans and building 

schedules 

E. Final development of clinical affiliated 

facilities 

F. Other considerations 

PHASE 4. 

A. Acceptance of the first class 

B. The first 4 years 

C. Accreditation 

D. Graduate and postgr 

E. Other consideratioi 
of the Association of American 



Appendix C 

Location of New Medical Schools 


Educational 

Opportunity 

In the Nation as a whole, 4.2 young people enter 
medical schools and colleges of osteopathy a year 
for each 1,000 young people age 20. The range 
among the States is from 1.1 to 6.5. Probably most 
important among the factors that produce this 
variation is the opportunity for medical education 
in the State. 

Two measures seem to have enough general 
validity to serve as basic indicators of opportunity 
for students: 

(a) The ratio of first-year medical school 
places in a State to bachelor's degrees 
granted, and 

(b) The extent to which the State is a 
debtor to other States in the provision of 
medical education for its young people. 

These together provide a standard against which 
a State can measure its opportunity for medical 
education: 

(a) The extent to which the State meets 
the national average of 25 first-year places 
for each 1,000 bachelor’s degrees granted, 
(Thirty-one States have a lower ratio' — 
appendix table 1.) 

(b) The balance between first-year, places 

in the State and the number of residents in 
first-year places in all schools. (Twenty- 
nine States have more residents in first-year 
classes than first-year places in the State- 
appendix table I.) 


Bringing all States up to the present natiot 
average medical educational opportunity wot 
ihean the creation by 1970 of nearly 3,000 new fir 
year places for the residents of 37 States. 

If 65 to 150 students is taken as a size range fo 
first-year class, 11 of these States will have a j 
tential for one or more additional schools, thi 
groups of 3 States each will have the potential 1 
regional schools, and 16 States will have small 
needs which might be met by expansion of existii 
schools or by regional of other arrangcincm 
The remaining State plans to open a new scho 
in I960. 

Need for Practicing 
Physicians 

A low ratio of physicians to population in 
State strongly suggests a need for added medic 
education facilities. The average ratio for t! 
United States is 126 active non-Fedcrai physiciai 
(M.D. and D.O.) per 100,000 civilian populatioi 

Of the States with a deficit of medical cducadc 
opportunity, all but eight now have below stvcMj 
physician-population ratios. And of these eighi 
it can be expected that four will fall below th 
average by 1970 unless there is substantial migra 
tion of physicians to these States (appendix tab! 


Financial Capacity 


An approximate minimunurequirement for /-ark c * ~ >upi 

State can be obtained by averaging iZ number oi be inclicated h Y th * g*u 

first-year places needed to provide 25 places ivr al , Rapacity of the State. Although this 
1,000 bachelor's degrees granted and the tr L u f. for a P ubHc school, all the priv 

of State residents enrolled in first-year classes in cstabllshed ,n thc past decade have b 

any State. To set the 1970 ir - b,gh *: ncomc States, 

average was adjusted by the expected population ,ZZ ^ ^ ^ St5ttcs thcrc arc *5 first-y 
change to that year (appendix table la). / Cnts enro,lcd in medical schools and colic 

72 0t osteG P a tny for each billion dollars of 


income. The variation among the States is from 
0 to over 80 first-year students per billion dollars: 


First-year medical student* in 

State per billion dollars Number of 

personal income, 1958 States 

Total , 4 g 


0 9 

Less than 20 10 

20-39 19 

40 and over 10 


Source! Computed from references (7) and (5). 

Appendix table 3 shows this ratio for each State 
together with the estimated ratios for 1970 on the 
basis of the needed additional first-year places 
shown in appendix table la. The last column of 
the tabic shows the ratio of needed first-year places 
per billion dollars of personal income. 

State and Local 
Governmental Support 

In 1957-58 State and local governmental support 
for medical education was given by 39 States. 1 

1 Four Western States with no medical schools contributed 
$2,000 a student per year towards the support of a small number 
of students in schools in other Western States. The contribu- 
tion of these States was estimated from the 1958 report of the 
Western Interstate Commission for Higher Education. 


The contributions of the 39 States ranged from 1 
cent to $1.06 per $1,000 personal income. For the 
34 States with public medical schools the average 
was 23 cents. Of the 20 States which singly or 
in groups have student potentials for new schools, 
17 are now providing less than 25 cents per $1,000 
personal income for support of medical education. 


Number of Stales 


State and local 
governmental support 
per $1,000 personal 

Tofal 

With potential 
for new 
schools 

Income, 1958 

Tofal 

48 

20 

40 cents or more 

8 

1 

25-39 cents 

11 

2 

Less than 25 cents 

20 

10 

None 

9 

7 


Source: Computed from unpublished data summarized in 
reference (7) and from reference (5). 


If the suggested new schools were to receive 
public financial support at the present average rate 
of public support ($4,000 per student per year), in 
none of the 20 States would the cost in public 
money per $1,000 of personal income be as great as 
it is now in Arkansas and Vermont or as it will be 
in Kentucky, Mississippi, and West Virginia in a 
few years. 



Appendix D 

Tables 


Appendix table 1. First-year places In medical schools and colleges of osteopathy per 1 000 k l , , 
degrees granted and balance of first-year places by State: 1958 ' 1,000 ° ac ^ or * 


Division and State 


United States. . . 

New England: 

Connecticut 

Maine 

New Hampshire 

Rhode Island 

Massachusetts 

Vermont 


Ist-year places 
per 1.000 bach- 
elor's degrees 
granted 


Balance of 
Ist-year 
places 1 


Division and Stale 


lit-year places 
per 1.000 bach- Ba 'ance of 
elor i degrees Id-year 

granted placet 1 


Middle Atlantic: 

New Jersey 

New York 

Pennsylvania 

South Atlantic: 

Delaware 

District of Columbia. . 

Florida 

Georgia 

Maryland 

North Carolina 

South Carolina 

Virginia 

West Virginia 

East South Central: 

Alabama 

Kentucky ’ 

Mississippi 

Tennessee 


Vest South Central 

Arkansas 

Louisiana. 
Oklahoma. . . . , 
Texas • . 


25 East North Central: 


Illinois 

Indiana 
Michigan . . 

Ohio 

Wisconsin . 


1 Numbers with a plus sign indicate 
with a minus sion JS& 


West North Central; 

I Iowa 

Kansas 

Minnesota 

Missouri 

Nebraska 

North Dakota. . . . 
South Dakota 

Mountain: 

Arizona , 

Nevada 

New Mexico 

Idaho 

Montana 

Wyoming ........ 

Colorado 

Utah 

Pacific: 

California — .... 

Oregon 

Washington 


bource. Computed by Division of Public Health Methods d " S,ak In firsl-yea, classes. 


Numbers ; 



Appendix fable la. First-year places in medical schools and colleges of osteopathy needed in each State 
on basis of student potential; 1958 and 1970 estimate 


Division and State 


1ST-YEAR PLACES IN STATE 1958 


1ST- YEAR PLACES 
NEEDED 1970 


Actual 


Total needed to 
provide — 

A 

B 

25 per 

Places 

1,000 

for resi- 

bachelor's 

dents in 

degrees 

1st year 

granted 

class [ 


Average 
of A 
and B 


Percent 
change 
in total 
population 
to 1970 


Total 


In addi- 
tfon to 
present 
number 


New 
schools 
needed E 


United States 

New England: 

Connecticut 

Main e 

New Hampshire 

Rhode Island 

Massachusetts 

Vermont 


8,530 


79 


24 


302 

51 


120 

42 

44 

48 

398 

31 


104 

18 

22 

31 

218 

26 


112 

30 

33 

40 

308 

28 


+ 29 

( 2 ) 


+ 16 
+ 7 

+ 16 
+ 2 


144 

30 

38 

43 

357 

29 


2,968 


65 

30 

14 

43 

55 


21 

1 

1 


Middle Atlantic; 


New Jersey 

New York 

Pennsylvania 

South Atlantic: 

Delaware 

80 

1,021 

787 

District of Columbia . . . 

312 

Florida 

130 

Georgia . 

177 

Maryland 

167 

North Carolina 

202 

South Carolina 

80 

Virginia 

162 

West Virginia 

40 

East South Central: 


Alabama 

81 

Kentucky 

103 

Mississippi . 

80 

Tennessee 

346 

West South Central: 


Arkansas 

93 

Louisiana 

259 

Oklahoma 

100 

Texas 

322 


160 

889 

546 


343 

1,122 

672 


252 

1,006 

609 


11 

18 

85 

60 

155 

188 

147 

173 

114 

116 

204 

161 

104 

103 

137 

162 

77 

71 

151 

116 

126 

118 

97 

124 

173 

232 


14 

72 

172 

160 

115 

182 

104 

150 

74 


134 

122 

110 

202 


71 

107 

153 

151 

154 

143 

447 

354 


89 

152 

148 

400 


+ 27 
+ 27 
+ 17 


+ 40 
+ 28 
+44 
+ 16 
+ 41 
+ 18 
+ 22 
+ 17 
+ 5 


320 

1,278 

713 


20 

92 

248 

186 

162 

215 

127 

176 

78 



+ 6 
+ 7 
-5 
+ 16 


“17 
+ 24 
-4 
+ 31 


142 

131 

105 

235 


74 

188 

142 

524 


61 

28 

25 


42 

202 


See footnotes al end of table. 


Appendix table la. First-year places in medical schoofs and colleges of osteopathy needed in each State 
on basis of student potential: 1958 and 1970 estimate — Continued 


Division and State 


East North Central: 

Illinois 

Indiana 

Michigan 

Ohio 

Wisconsin 


West North Central: 

Iowa . 

Kansas 

Minnesota 

Missouri 

Nebraska 

North Dakota 
South Dakota . . . . 


Mountain: 

Arizona 

Nevada. . 
New Mexico 

Idaho 

Montana . . . 
Wyoming. . . 
Colorado . . . 
Utah 


Pacific: 
California. . 
Oregon.... 
Washington 


1ST-YEAR PLACES IN STATE 1958 


626 

158 

281 

325 

195 


202 

102 

131 

491 

164 

40 

46 


85 

58 


474 

79 

75 


Total needed to 
provide — 


Actual 


25 per 
1,000 
bachelor'j 
degrees 
granted 


430 

268 

361 

402 

191 


150 

140 

191 

207 

84 

32 

41 


54 

6 

31 
26 

32 
13 

119 

80 


604 

101 

151 


B 

Places 
for resi- 
dents in 
1st year 
class 


of A 
and B 


423 

190 

382 

461 

166 


167 

118 

166 

169 

103 

47 

38 


38 

3 

21 

24 

26 

18 

85 

63 


562 

89 

95 


> as^p^Jn 5 , 0 1,oden '* ' 

Source: Computed by Division of Public Health Methods. 


426 

229 

372 

432 

178 


159 

129 

178 

188 

94 

40 

40 


46 

4 

26 

25 

29 

16 

102 

72 


583 

95 

123 



1ST-YEAR PLACES 
NEEDED 1970 


Percent 
change 
In total 
e populatior 
to 1970 

Total 

In addi- 
tion to 
present 
number 

New 
schools 
needed 1 

+ 20 

511 



+ 30 

297 

139 

1 

+ 40 

521 

240 

2 

+ 37 

592 

267 

2 

+ 22 

217 

22 


+6 

169 



+ 22 

157 

55 


+ 19 

212 

81 

i 

+ 20 

226 



+ 14 

107 



+ 13 

45 

5 


+ 15 

46 



+ 72 

79 

79 


+ 77 

7 

7 


+42 

37 

37 


+ 11 

28 

28 


+ 15 

33 

33 

i 

+ 23 

20 

20 


+ 36 

139 

54 


+41 

102 

44 


+ 50 

874 

400 

3 

+ 36 

130 

51 : 


+ 30 

160 

85 

1 





Appendix fable 2. Active non-Federal physicians (M.D. and D.O.) per 100,000 civilian population; 

1957 and 1970 estimate 


Division and Stale 


United States 


New England: 

Connecticut 

Maine 

Massachusetts. . 
New Hampshire 
Rhode Island. . . 
Vermont 


Middle Atlantic: 
New Jersey . . . 

New York 

Pennsylvania . . 


South Atlantic; 

Delaware 

District of Columbia. 

Florida 

Georgia 

Maryland 

North Carolina 

South Carolina 

Virginia 

West Virginia 


East South Central: 

Albania 

Kentucky 

Mississippi 

Tennessee 


West South Central: 

Arkansas 

Louisiana 

Oklahoma 

Texas 


Physician-population 

ratio 

Division and State 

1957 

1970 ' 

126 

119 

East North Central: 






Indiana 

168 

127 

Michigan 

120 

86 

Ohio | 

180 

182 

Wisconsin 

129 

80 


129 

85 

West North Central: 

144 

252 

Iowa 



Kansas 



Minnesota 

124 

81 

Missouri 

188 

166 

Nebraska 

139 

162 

North Dakota 



South Dakota 

121 

62 

Mountain: 

290 

501 

Arizona 

107 

75 

Nevada 

88 

102 

New Mexico 

128 

115 

Idaho 

88 

99 

Montana 

71 

75 

Wyoming 

96 

102 

Colorado 

87 

75 

Utah 



Pacific: 

72 

77 

California 

84 

112 

Oregon 

69 

95 

Washington 

99 

163 


84 

145 


109 

143 


109 

135 


100 

87 



Physician-population 

ratio 


1957 


125 

97 

120 

123 

102 


109 

112 

126 

134 

106 

74 

75 


100 

104 

88 

90 

96 

83 

149 

119 


164 

123 

122 


1970 1 


139 

85 

95 

97 

112 


144 

116 

115 

188 

189 

48 

47 


42 

42 

44 

58 

61 

49 

122 

118 


105 

105 

92 


■ n»in U ( u. wvi.L/. ana estimated at present levels of qra 

from State of graduation, and no immigration of graduates of foreign schools. 

Source; Computed by Division of Public Health Methods. 


Appendix (able 3. First-year placer in medical schools and colleges o I osteopathy in each ■ , 

t0 Perso nal income; 1958 and 1970 estimate P V " S,a,e m re, «»ion 


Division and State 


United States. 

New England: 

Connecticut 

Maine 

Massachusetts. . . . 
New Hampshire. . 

Rhode Island 

Vermont 


Middle Atlantic: 

New Jersey 

New York 

Pennsylvania.. . . 

South Atlantic: 

Delaware 

Dist. of Columbia 

Florida 

Georgia 

Maryland. 

North Carolina . . 
South Carolina . . 

Virginia 

West Virginia. . . 

East South Central; 

Alabama 

Kentucky 

Mississippi 

Tennessee 


West South Central: 

Arkansas 

Louisiana 

Oklahoma 

Texas • 


See footnotes at end of IqbU 


Personal 
Income 
1957 (In 
millions) 

1ST-YEAR PLACES IN 
STATE, 1958 

Estimated 

bTATE, 1970 

j Number 

Per billion 
dollars 
personal 
income 

Income 
1970' (h 
millions) 

Number 3 

billion 

dollars 

personal 

Income 

.. $345,272 

8,530 

25 

$433,662 


— 

6,352 

1,568 

79 

12 

8,213 

144 

18 

• 11,361 

1,065 
1,715 

302 

24 

27 

23 

1 f j VO 

13,213 

1,236 

1,838 

640 

30 

357 

38 

19 

27 

31 

626 

51 

81 

43 

0 

23 

< 3 ) 

14,089 

40,954 

23,327 

80 

1,021 

787 

6 

25 

34 

17,865 

52,093 

27,199 

320 

1,278 

( ;i ) 

18 

24 

0 

1,200 



1,684 

2,680 

10,839 

6,250 

8,782 

7,002 

3,403 

7,367 

3,234 

20 

O 

248 

186 

< :I ) 

215 

127 

176 

78 


2,089 

7,522 

5,407 

6,242 

5,924 

2,796 

6,302 

3,071 

312 

130 

177 

167 

202 

80 

162 

40 

149 

17 

33 
27 

34 
29 
26 
13 

, 12 
( !i > 

23 

30 

<T 

31 

37 

24 

24 

4.171 

4.172 
2,093 
4,791 

81 

103 

80 

346 

19 

25 

38 

72 

4,430 

4,464 

1,982 

5,543 

142 

131 

105 

O 

32 

29 

53 

( 3 ) 

2,035 

4,804 

3,687 

16,364 

93 

259 

100 

322 

46 

54 

27 

20 

1,685 

5,943 

3,540 

21,502 

8 

142 

524 

8 

40 

24 



Appendix fable 3. Fi,,t-year place* in medical schools and colleges ol osteopathy In each State in relation 
^personal income: 1958 and 1970 e.timate— Continued 


Division and State 


^ a . s f f N° r »h Central: 

Illinois 

Indiana 

Michigan 

Ohio 

Wisconsin 


West North Central: 

. Iowa 

Kansas 

Minnesota 

Missouri. 

Nebraska. 

North Dakota 
South Dakota . . . . 

A^tounfain: 

Arizona 

Nevada 

New Mexico 

Idaho 

Montana 

Wyoming 

Colorado 

Utah 


Pacific; 

California. . . 
Oregon .... 
Washington. 


Persona] 
income 
1957 (In 
millions) 


23,579 
9,110 
1 6,706 
20,748 
7,416 


5,056 

3,817 

6,145 

8,256 

2,640 

924 

1,075 


1,988 

647 

1,399 

1,043 

1,263 

644 

3,339 

1,442 


35,131 

3,385 

5,792 


1ST-YEAR PLACES IN 
STATE, 1958 


Number 


626 

158 

281 

325 

195 


202 

102 

131 

491 

164 

40 

46 


85 

58 


474 

79 

75 


Per billion 
dollars 
personal 


27 

17 

17 

16 

26 


40 

27 

21 

59 

62 

43 

43 


26 

40 


13 

23 

13 


Estimated 
personal 
income 
1970 1 (in 
millions) 


28,318 

11,852 

23,322 

28,342 

9,077 


5,359 

4,657 

7,331 

9,907 

2,999 

1,044 

1,235 


3,409 

1,148 

1,989 

1,161 

1,459 

790 

4,528 

2,027 


52,732 
4,61 7 
7,547 


TOTAL 1ST- YEAR 
PLACES NEEDED IN 
STATE, 1970 


Number 2 


( 3 ) 


297 

521 

592 

217 


< 3 ) 


$ 

( 3 > 


157 

212 


45 


79 

7 

37 

28 

33 

20 

139 

102 


874 

130 

160 


Pef billion 
dollars 
personal 
income 3 


O 


25 

22 

21 

24 


0 


34 

29 


< 3 ) 


43 


23 
6 

19 

24 
23 

25 
31 
50 


16 

28 

21 


and 


; p ° pulaHo " 1 7 
1957 first year places higher than minimum computed need for 1970 

Source: Computed by Division of Public Health Methods. 



Appendix fable 4. Number of active non-Federal physicians (M.D and D.O.) and ratio to population 

by division and State: 1957 


Division and State 


NUMBER OF ACTIVE NON- 
FEDERAL PHYSICIANS 


Doctor* of Doctors of 
Total medicine osteopathy 


RATE PER 100,000 CIVILIAN 
POPULATION 



126.0 




































Appendix table 4. Number of active non-Federal physicians (M.D. and D.O.) and ratio to population, 

by division and State: 1957— Continued 


Division and State 

NUMBER OF ACTIVE NON- 
FEDERAL PHYSICIANS 

RATE PER 100,000 CIVILIAN 
POPULATION 

Total 

Doctor* of 
medicine 

Doctors of 
osteopathy 

Total 

Doctors of 
medicine 

Doctors of 
osteopathy 

East North Central. . 

Illinois 

Indiana 

Michigan 

Ohio 

Wisconsin 

West North Central 

Iowa 

Kansas 

Minnesota 

Missouri 

Nebraska 

North Dakota 

South Dakota 

/Mountain 

Arizona 

Nevada 

New Mexico 

Idaho 

Montana 

Wyoming : 

Colorado 

Utah 

Pacific 

California 

Oregon 

Washington 

40,963 

38,087 

2,876 

117.5 

109.2 

8,2 

12,092 

4,346 

9,263 

11,329 

3,933 

11,734 
4,1 70 
7,862 
10,548 
3,773 

358 

176 

1,401 

781 

160 

125.3 
96.6 

120.4 
123.3 
102.0 

121.6 

92.7 

102.2 

114.8 

97.9 

3.7 

3.9 

18.2 

8.5 

4.1 

1 7,664 

15,666 

1,998 

116.8 

103.6 

13.2 

3,030 

2,304 

4,167 

5,657 

1,916 

474 

516 

2,574 

2,108 

4,085 

4,516 

1,454 

460 

469 

456 

196 

82 

1,141 

62 

14 

47 

109.0 

111.9 

125.8 

134.4 

106.5 
73.6 
75.1 

92.6 

102.4 

123.3 

107.3 
102.1 

71.4 

68.3 

16.4 

9.5 

2.5 
27.1 

4.4 
2,2 
6.8 

6,906 

6,330 

576 

111.9 

102.6 

9.3 

1,053 

264 

691 

574 

642 

258 

2,425 

999 

949 

236 

585 

533 

595 

242 

2,211 

979 

104 

28 

106 

41 

47 

16 

214 

20 

100.0 

104.3 

87.6 

89.7 
96.4 
83.2 

149.3 
119.5 

90.1 

93.3 

74.1 

83.3 

89.3 
78.0 

136.1 

117.1 

9.9 

11.0 

13.5 

6.4 

7.1 

5.2 
13.2 

2.4 

27,619 

25,102 

2,517 

153.9 

139.9 

14.0 

22,231 

2,144 

3,244 

20,019 

2,007 

3,076 

2,212 

137 

168 

164.0 

123.3 

122.3 

147.7 

115.4 

115.9 

16.3 

7.9 

6.4 


pQthic°ProfeMlon! 8 D«:^ c0rrccfed from punch cards fornished b V A -M.A. and A Statistical Study of the Osteo- 



Appendix tabic 5. Non-Federal physicians (M.D.) per 1 00,000 civilian population, by division! 1 931 “57 


Division 

1931 

1940 

1949 

1957 

United States 

123.2 

129.4 

127.9 

1 1 24.7 

New England 

140.0 

159.0 

159.8 

164.1 

Middle Atlantic 

138.6 

167.1 

165.3 

1 59.6 

South Atlantic 

101.5 

101.6 

105.4 

107.8 

East South Central 

94.7 

83.2 

82.1 

85.1 

West South Central 

103.6 

100.7 

100.4 

99.1 

East North Central 

127.4 

130.9 

121.8 

113.5 

West North Central 

124.0 

121.1 

118.0 

108.7 

Mountain 

113.5 

112.0 

117.2 

110.9 

Pacific 

152.3 

152.9 

149.6 

151.7 


1 This tale differs from that shown in appendix fable 4. If includes dafa for retired physicians which are not available 
by Stale for fhe earlier years. 


w U S - [ V ar,m « n, Health, Education, and Welfare, Public Health Service, Division of Public Health Methods, 

o/? w M t 0 - np ? Wer i.? u, ^ e Bool<; Sec r!'? n 9 < P h y sicians ' Dentists, and Professional Nurses. Public Health Service Pub. No, 
X03, Washington, U.5. Government Printing Office, 1959, 79 pp, 











Appendix table 6. Number of physicians (M.D.) in the United States and ratio to population, by type of 

practice: 1931-57 


Type of practice 

1931 

1940 

1949 

1957 


NUMBER OF PHYSICIANS 

Total 

156,406 

175,163 

201,277 

226,625 

Private practice 

134,274 

142,939 

150,417 

155,827 

General practice and part-time specialty . . 

112,116 

109,272 

95,526 

81,443 

rul l-time specialty 

22,158 

33,667 

54,891 

74,384 

Not in private practice 

16,151 

22,351 

41,160 

60,137 

Hospital service 

9,700 

1 4,209 

24,887 

36,371 

Teach ing^ research, public health* 

2,900 

3,349 

3,737 

7,168 

Federal Government 

3,551 

4,793 

12,536 

16,598 

Retired 

5,981 

9,873 

9,700 

1 0,661 


PHYSICIANS PER 100,000 POPULATION 

Total 

126.0 

132.6 

134.9 

132.4 

Private practice 

108.2 

108.2 

100.8 

91.1 

General practice and part-time specialty . . 

90.3 

82.7 

64.0 

47.6 

Full-time specialty 

17.9 

25.5 

36.8 

43.5 

Not in private practice 

13.0 

16.9 

27.6 

35.1 

Hospital service 

7.8 

10.8 

16.7 

21.2 

Teaching, research, public health 

2.3 

2.5 

2.5 

4.2 

Federal Government 

2.9 

3.6 

8.4 

9.7 

Retired 

4.8 

7.5 

6.5 

6.2 


1 Includes also industrial and insurance medicine and other nonprivate practice. 

Sources U.S. Department of Health, Education, and Welfare, Public Health Service, Division of Public Health Methods. 
Health Manpower Source Book,- Section 9, Physicians, Dentists, and Professional Nurses. Public Health Service Pub. No, 
263 , Washington, U.S. Government Printing Office, 1959, 79 pp. 


Appendix table 7. Family physician patential (M.D.) in the United States and ratios to population, 

1931-57 


Type of practice 

1931 

1940 

1949 

1957 



NUMBER OF PHYSICIANS 


Total physicians 

1 56,406 

175,163 

201,277 

226,625 

Family physician potential 1 

117,079 

117,386 

110,236 

101,973 


1,396 

2,222 

3,787 

5,876 

Internal medicine 2 

3,567 

5,892 

10,923 

14,654 

General practice and part-time specialty. . 

112,116 

109,272 

95,526 

81 ,443 

All others 

39,327 

• 

57,777 

91 ,041 

124,652 


PHYSICIANS PER 100,000 CIVILIAN POPULATION 

Family physician potential 

94 

89 

75 

60 

Pediatrics 

1 

2 

3 

3 

Internal medicine 

3 

4 

7 

9 

General practice and part-time specialty. . 

90 

83 

65 

48 


PERCENT OF TOTAL PHYSICIANS 

Family physician potential 

75 

67 

55 

•1 

Pediatrics.... 

1 

1 

3 

2 

' : *ii§ 

Internal medicine 

2 

5 

. ,6 
.. -36 

General practice and part-time specialty , . 

1 L.I. J., t i.. . ■ 

72 

63 

48 


■ ^'Estimated from total number oMimiled specialists in specialty. 

Pr*llm?narv ,i PuW^(^!if*?r£i^''p a k d w , ' ,e «?t£ r u r / ¥. aflon . Health Manpower Source Book; Section 1 , Phyifclani, 
U $ Pu ^* No ' J w' .r ash i n ? , , on '. \>' s ; Government Printing Office, 1952, 70 pp' 

Manpower^ fi ce ? nd W r? lf T' Health Service, Division o? Public Health Methods. Health 

Ptofe^-I Nunes. Public Health Service Puo. No. 96, 



Appendix table 8. Medical schools, schools of basic medical sciences, and colleges of osteopathy in the 

United States: 1958 


Slate 


-Alabama 

Arkansas 

California 


dolorado . . . 
Connecticut,,,.. 
District of Co- 
lumbib 


Florida. 
Georgia 
I II inois . 


Indiana 

Iowa 

Kansas 

Kentucky 

L.ou isiana 

Maryland 

Massachusetts. 
Michigan 


Name of school 


4-year schools 

Medical College of Alabama, Birmingham 

University of Arkansas School of Medicine, Little Rock 
College of Medical Evangelists, Loma Linda; Los 
Angeles. 

University of Southern California School of Medicine, 
Los Angeles. 

Stanford University School of Medicine, San Francisco. 
University of California School of Medicine, Los 
Angeles. 

University of California School of Medicine, San Fran- 
cisco. 

University of Colorado School of Medicine, Denver. . . . 

Yale University School of Medicine, New Haven 

Georgetown University School of Medicine, Washing- 
ton 

George Washington University School of Medicine, 
Washington 

Howard University College of Medicine, Washington. . 
University of Miami School of Medicine, Coral Gables. 
University of Florida College of Medicine, Gainesville. 
Emory University School of Medicine, Emory University. 

Medical College of Georgia, Augusta 

Chicago Medical School 

Northwestern University Medical School, Chicago 

Stritch School of Medicine of Loyola University, 
Chicago, 

University of Chicago, The School of Medicine 

University of Illinois College of Medicine, Chicago. . . . 
Indiana University School of Medicine, Bloomington,- 
Indianapolis. 

State University of Iowa College of Medicine, Iowa 
City. 

University of Kansas School of Medicine, Lawrence; 
Kansas City, 

University of Louisville School of Medicine, Louisville. 
Louisiana State University School of Medicine, New 
Orleans. 

Tulane University of Louisiana School of Medicine, 
New Orleans. 

Johns Hopkins University School of Medicine, Balti- 
more. j 

University of Maryland School of Medicine and Col- 
lege of Physicians and Surgeons, Baltimore. 

Boston University School of Medicine 

Harvard Medical School, Boston 

Tufts University School of Medicine, Boston. ■ • . • • 

University of Michigan Medical School, Ann Arbor. - 
Wayne State University College of Medicine, Detroit. . 


Owner- 

ship 

Totat 

students 

Grad- 

uates 

Pub 

289 

68 

Pub 

345 

85 

Pri 

384 

96 

Pri 

264 

60 

Pri 

234 

54 

Pub 

195 

47 

Pub 

324 

83 

Pub 

318 

79 

Pri 

309 

72 

Pri 

407 

100 

Pri 

383 

90 

Pri 

320 

67 

Pri 

265 

60 


92 


Pri 

278 

66 

Pub 

386 

93 

Pri 

275 

65 

Pri 

519 

131 

Pri 

337 

73 

Pri 

288 

70 

Pub 

677 

150 

Pub 

583 

138 

Pub 

434 

104 

Pub 

412 

107 

Pri 

382 

95 

Pub 

434 

95 

Pri 

503 

128 


293 

75 i 

Pub 

355 

78 

Pri 

291 

71 

Pri 

512 | 

135 

Pri 

430 

109 

Pub 

750 

1AO 

Pub 

282 





Appendix table 8. Medical schools, schools of basic medical sciences, and colleges of osteopathy in the 

United States: 1958 — Continued 


Slate 

Name of school 

Owner- 

ship 

Total 

students 

Grad- 

uates 

Texas 

University of Texas Southwestern Medical School. 

Pub 

388 

90 


Dallas. 

University of Texas Medical Branch, Galveston 

Pub 

573 

151 

Utah 

Baylor University College of Medicine, Houston 

Pri 

321 

78 

University of Utah School of Medicine, Salt Lake City. . 

Pub 

207 

48 

Vermont 

University of Vermont College of Medicine, Burlington. 

Pub 

179 

38 

Virginia 

University of Virginia School of Medicine, Charlottes- 
ville. 

Medical College of Virginia, Richmond 

Pub 

290 j 

66 

Washington 

Pub 

357 

97 

University of Washington School of Medicine, Seattle. . 

Pub 

288 

72 

Wisconsin 

University of Wisconsin Medical School, Madison. . . 

Pub 

320 

76 


Marquette University School of Medicine, Milwaukee. . 

Pri 

393 

96 

Puerto Rico 

University of Puerto Rico School of Medicine, San Juan . 

Pub 

188 

45 

New Hampshire. . 
North Dakota. . . . 

Schools of basic medical sciences 

Pri 

48 


University of North Dakota School of Medicine, Grand 

Pub 

78 


South Dakota .... 

Forks. 

State University of South Dakota School of Medicine, 

Pub 

80 


West Virginia 

Vermillion. 

West Virginia University School of Medicine, Morgan- 

Pub 

70 


California 

town. 

Colleges of osteopathy 

College of Osteopathic Physicians and Surgeons, Los 

Pri 

368 

86 


Angeles. 

Pri 

239 

241 

45 

48 

Iowa 

College of Osteopathic Medicine and Surgery, Des 

Pri 


Moines. 

Pri 

381 

83 


Kirksville Lollege of Osteopathy and Surgery 

Pri 

339 

78 

Pennsylvania 

Philadelphia College of Osteopathy 

Pri 

353 

97 


Source: U.S. Department of Health, Education, and Welfare, Public Health Service, Division of Public Health M»*h 
Health Manpower Source Book; Section 9, Physicians, Dentists, and Professional Nurses. Public Health Service P' 
263, Washington, U.S. Government Printing Office, 1959, 79 pp. 



Appendix table 9. Trend in enrollment, first-year student^ and graduates of medical schools and colleges 

of osteopathy in the United States: 1940-59 


Year 

MEDICAL SCHOOLS 

COLLEGES OF OSTEOPATHY 

Enrollment 

Ist-year 

students 

Graduates 

Enrollment 

Ist-year 

students 

Graduates 

1940 

21,271 

5,794 

5,097 

1,692 

358 

447 

1946 

23,216 

6,060 

5,826 

556 

248 

213 

1950 

25,103 

7,042 

5,553 

1,778 

505 

373 

1955 

28,583 

7,576 

6,977 

1,867 

487 

459 

1957 

29,1 30 

8,014 

6,796 

1,866 

495 

442 

1958 

29,473 

8,030 

6,861 

1,921 

553 

439 

1959 

29,614 

8,128 

6,895 

1,942 

516 

469 


Sources: Turner, Edward L,. et al. Medical Education in the United States and Canada. Journal American Medical 
Association 168: 1459-1547, November 15, 1958. Preliminary data for 1959. 

Mills, Lawrence W. Osteopathic Education. Journal American Osteopathic Association 58: 319-332, January 
1959 ana prior annual reports. 


Appendix table 10. Graduates of public and private medical schools in the United States: 1931-58 


Year 

All schools 

Public schools 

Private schools 

1931 

4,735 

5,101 

5,097 

5,826 

5,553 

6,977 

6,796 

6,861 

1,658 

1,751 

1,897 

2,143 

2,320 

3,219 

3,134 

3,222 

3,077 

3,350 

3,200 

3,683 

3,233 

3,758 

3,662 

3,639 


1046 

1946 

1950 

1955 

1957 

1958 



Source: U.S, Department of Health, Education, and Welfare, Public Health Service, Division of Public Health Methods, 
Health Manpower Source Book/ Section 9, Physicians, Dentists, and Professional Nurses. Public Health Service Pub. No. 
263, Washington, U.S, Government Printing Office, 1959, 79 pp. 







ppendix fable 11 . Expenditures (or construction of medical S c(i I 

in the United States: 1948-59^°° ,S ^ ^ eir scaled institutions 
‘ — ■ ~ [Millions of dollars] 


Type of expenditure 


Total. . 

N finds V ° lvin9 Federa ' mah **ns 

Involving Federal matching funds 

ederaJ matching funds; Total... 

r-^ospitaJ facilities 4 . 

Research facilities 0 

ftJ«^. and he0rf rcsea ^ch 'faci'l- 


Total 

1 

rYPE OF FACILITY 


University 
owned 
hospitals 1 

j Affiliated 
hospitals 1 

University 
educational 
Q nd research 2 

- Other Institu- 
tions used for 
teaching and 
research 3 

• $1,633.6 

$240.5 

$808,5 

$541.1 


686.9 

946.7 

218.3 

112.9 
127.6 | 

34.1 

340.6 

467.9 

94.0 

222.7 

318.4 

80.6 

10.7 

32.8 

9 6 

113.1 

85.5 

32. f 
1.0 

72.1 

14.2 

6 2.0 
68.4 

6.9 

1.9 

19.7 

1.0 

7.7 

10.2 

0.8 


J includes "" 

,r 


c Ai . , " '■ u,,8,ruc 'ion during 1948-50, " Jemce Ac »/ as amende 

Source: Unpublished data supplied bv th, A • . 

PP bV "" AiS0Cla * , °" °< A me ,ica„ Medical Colleges. 
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